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NEW! Sheldon, Loveli and Mathews’ 
MANUAL or CLINICAL ALLERGY 


This is surely one of the most useful and usable 
hooks on allergy ever made available to the osteo- 
pathic physician. Here are a few of the many 
features that make it especially attractive: 

ITS COMPACT SIZE—413 pages— makes it an 
easily digestible volume. 

ITS PRACTICAL LEVEL—providing clear, specific 
instructions on the clinical diagnosis and treatment 
of allergic disorders will prove invaluable to all 
practitioners. 


W. B. SAUNDERS COMPANY ° 


ITS UP-TO-DATENESS — cannot be matched on 
such material as: drug allergy: ACTH, cortisone, 
and the antihistaminics in allergy: esosinophil 
counting in connection wth ACTH and cortisone: 
contact dermatitis: allergic aspects of collagen 
disease; and many other important topics. Order 
this book today. You'll use it often. 


By JOHN M. SHELDON, M.D., Professor of Internal Medicine, University of 
Michigan Medical School; Physician in Charge of University of Michigan 
Allergy Clinics; ROBERT G. LOVELL, M.D., Instructor in Internal Medicine; 
and KENNETH P. MATHEWS, M.D., Assistant Professor of Internal Medicine, 
University of Michigan Medical School. 413 pages, 6x9”, illustrated. 
$8.50. Neu! 
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WHY SAL HEPATICA 
ACTS PROMPTLY 


The dependable laxative action of Sal Hepatica has a 
sound pharmacologic basis. It acts promptly because: 


| | It passes rapidly through the stomach. “The 
emptying time of the stomach is actually shortened by 
reducing the gastric acidity.”’ Sal Hepatica is antacid. 


“Effervescent mixtures decrease the emptying time of 
the stomach.” Sal Hepatica is effervescent. 


y J In the intestine it promptly stimulates peristalsis. 
Sal Hepatica, by osmotic action, draws water into the 
intestine; the increased fluid bulk initiates peristaltic 
action. Evacuation usually follows promptly. 


APERIENT 


Qo 


LAXATIVE 


CATHARTIC 


Pleasant-tasting Sal Hepatica provides 
promptgentlelaxation without griping. Being 
antacid, it relieves the gastric hyperacidity 
frequently accompanying constipation. 
REFERENCES : 


1. The Physiological Basis of Medical Practice. 1945, p. 486. 
2. New England J. Med. 235:80, July 18, 1946. 


ANTACID, EFFERVESCENT, SALINE LAXATIVE 


PRODUCT OF BRISTOL-MYERS + 19 WEST 50 STREET * NEW YORK 20, N. Y. 
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the PICKER | 


it’s so easy to use... the automatic “Century” Control really monitors 
operation; relieves you of technical worries. 


it’s so dependable... identical “Century” settings produce identical 
results time after time — yesterday, today, tomorrow. 


it’s so trouble-free ...“Century” stamina has been amply proven in 
the experience of thousands and thousands of users the world over. 


it’s so handsome... looks as distinguished as it is. 
Owners are proud of their “Centurys”. 


Definitely the fine x-ray unit in the moderate 
price class... and so widely esteemed that 
there are more Picker “Century” 100 ma units 


actively in use than any other similar apparatus. PICKER X-RAY. CORPORATION 
25 So. Broadway White Plains, N. Y. 
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Development of Hematological 
Intrinsic Factors 
The Armour Laboratories has pio- 
neered in the development of poten- 
tiating and activating hematological 
agents. The use in Armatinic Acti- 
vated of the instrinsic factors as 
supplied by desiccated duodenum is 
a research development of The 
Armour Laboratories. 


Effective potencies of all hemopoietic factors are 
supplied in Armatinic Activated Capsulettes for 
comprehensive antianemia therapy. 


improvement { 


Yi 
gnd a Vitamin B)2 PLUS Activator 


In Armatinic Activated Capsulettes the desiccated duo- 
denum supplies a source of intrinsic factor to enhance 
the utilization of the oral Bz. In addition, Armatinic 
Activated also supplies folic acid, another demonstrated 
Bi2 potentiator. Patients with macrocytic and microcytic 
anemia, except pernicious anemia in relapse or per- 
nicious anemia with associated neurological symptoms, 
will be effectively maintained with Armatinic Activated. 


The markedly increased hemopoietic effect achieved 
with Armatinic Activated provides maximum therapeutic 
response at minimal cost. The high therapeutic efficacy 
of ferrous sulfate and ascorbic acid is readily obtained 
with small Armatinic Activated dosage to assure a 
prompt and satisfactory hemoglobin response. 

An outstanding advantage of Armatinic Activated 
Capsulettes is their virtual freedom from gastrointestinal 
side-actions. 


Each ARMATINIC ACTIVATED Capsulette contains 


Ferrous Sulfate, Exsiccated...200 mg. 
10 meg. 
- Ascorbic Acid (Vitamin C).... 50 mg. 
3353 **Liver Fraction Il (N.F.) with 
y Desiccated Duodenum...350 mg. 
*The Armour Laboratories Brand of Crystal- 
line Bie. 
**The liver is partially digested with duo- 
denum during manufacture. 

Supplied in bottles of 100 and 1000. 


THE ARMOUR LABORATORIES 


5) A DIVISION OF ARMOUR AND COMPANY + CHICAGO 11, ILLINOIS 
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PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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ginal TABLETS AND ELIXIR 


TRIPLE-ACTING to produce 


Each tablet or spoonful neuromuscular relaxation and 
(5 c.c.) contains: 
Mephenesin 250.0 mg. _ promote tranquility, thus breaking 

a... ites the chain of fatigue, aches and pains, 
Butabarbital 8.0 mg. 

rous other 

depression, and the numerous 0 
Elixir: Bottles of 8 oz. symptoms associated with tension. 


A PRODUCT OF REED & CARNRICK 
A trusted name since 1860 JERSEY CITY 6,N. J. TORONTO, ONT., CAN. 


is 
4 

TRANQUILIZER...RELAXANT...ANTIDEPRESSANT 
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NOW 

for the first time 
full 

therapeutic 
dosage 

of aminophylline 
ORALLY 


Cardal itt taniets 


PATENT PENDING 


Cardalin-Phen tabiets 


PATENT PENDING 


with safety and simplicity 


for the cardiac patient 
for the asthmatic patient 
for diuresis 


Cardalin 


PATENT PENDING 


Cardalin and Cardalin-Phen contain 5 grains of 
Aminophylline per tablet... the highest con- 
centration supplied for Oral Administration. 
Two protective factors (Aluminum Hydroxide and 
Ethyl Aminobenzoate) coynteract the local gastric 
irritation so Common to oral aminophylline cher- 
apy. Prolonged treatment at high dosage levels can 
be accomplished. with Cardalin and Cardalin-Phen, 
as demonstrated by extensive clinical studies. 


Cardalin and Cardalin-Phen tablets rapidly produce 


tablets clinical response of the same magnitude as that 

Coch tablet contetas: obtained by intravenous administration of amino- 

Aluminum phylline. These new products permit the physician 

co institute and maintain effective oral treatment 

Cordalin-Phen contains, in edition, Ye gr. Conditions formerly considered amenable only 

eee to rectal or parenteral aminophylline therapy. 

IRWIN, NEISLER & COMPANY 
istered with one-helf glasstul of milk. Decatur, HMlinois 
Supplied: Settles of 100, $00, 1000. Kesearch Sewe Your Pracitce 
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CITRUS “ean help to 


Speed Recovery in 10 Million 


SU RGICAL CASES this year 


Since vitamin C is so intimately involved with the 
formation and maintenance of intercellular substances, 
adequate levels are essential to facilitate and expedite 

tissue repair. Vitamin C is also indicated for routine 
pre- and post-operative administration, because of its 
role in aiding resistance to infection. , 

One 8-0z. glass of orange juice t.i.d. provides 
approximately 300 mg. vitamin C, Other reasons 
for recommending citrus: it has @ high 
potassium content; it helps to counteract the 
possible toxic effects of sulfa drugs; and it exerts a 
welcome energizing influence because of the 
quickly assimilable fruit sugars. 


FLORIDA CITRUS COMMISSION « LAKELAND, FLORIDA 
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EXPLOSION-PROOE SUCTION 
AND SUCTION-ETHER UNITS 


by the thousands in hospitals all over 
the nation have demonstrated their abil 
ity to give you safe, convenient service. 


The attractive, quiet-running unit No. 
927 at right is an excellent example. A 
double pump model for the heaviest 
duty, it provides precision-regulated 
suction from 0” to 25” and pressure 
from 0 to 15 pounds. Or, for heavy- 
duty suction alone, specify cabinet unit 
No. 929, with the same quality and 
beauty as the “927”... both listed by 
Underwriters’ Laboratories, Inc. and 
approved by CSA for use in hazardous 
locations, Class 1, Group C. 


Ask your dealer for Gomco—the units 
proved in service. 


GOMCO SURGICAL MANUFACTURING CORP. 
830-M E. Ferry Street Buffalo li, N. ¥. 
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Why buy x-ray apparatus? 


You can save money by renting 


under GE MAXISERVICE! 


And MAXISERVICE also means 


1, NO INITIAL INVESTMENT 


Now you can get the GE diagnostic or therapy x-ray unit you want without 
initially investing one cent. There’s no need to wait until you can accumu- 
late the down payment . . . no need to tie up your capital in equipment. 


2, NO SERVICING HEADACHES 


MAXISERVICE includes GE's periodic inspection and adjustment service. 
Our factory-trained experts will keep your equipment in tip-top opera- 
ting condition at no cost to you. You can minimize costly shutdowns. 


3, NO TUBE OR PARTS REPLACEMENT COSTS 


Your single monthly payment also covers replacement of worn-out tube and 
parts costs. And General Electric pays the bill on local taxes and insurance 
under the MAXISERVICE rental plan. There are no hidden costs, 


4, NO OBSOLESCENCE RISKS 


With MAXISERVICE, you never have an investment in obsolete equip- 
ment. When your apparatus is outmoded by new developments, GE will 
replace it with the new design — you never suffer obsolescence loss! 
You get all these MAXISERVICE advantages at a cost that's actually less 
than if you bought the x-ray apparatus outright! Ask your GE x-ray repre- 
a sentative to show you comparative figures, or write X-Ray Department, 
re = General Electric Company, Milwaukee 1, Wisconsin, for Pub. R-4 


GENERAL @@ ELECTRIC 


YEARS OF ELECTRICAL 
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for taste 

Unusually palatable. No 

or mask... justa ove 
flavor, with no aftertaste. 

Effective action 
Provides essential factors 
_ hemopoietic and clinical res 
includes a potentiator 


‘Simpl administration 


f Ayerst, McKenna & Harrison Limited 
) “New York, N. Y. » Montreal, Canada 
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Vitamin (crystalline) 4.0 meg. 
Extractive as obtained from 450.0 
Adults: 1 to 2teaspoontuls 
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Nulacin 


FOR 
Continuous Acid Neutralization 


in Peptic Ulcer 


Comparable to Drip Therapy 
but free from its inconvenience 


and its difficulties 


1. Douthwaite, A. H., and Shaw, A. B.: 
The Control of Gastric Acidity, Brit. 
M. J. 2:180 (July 26) 1952. 


2. Douthwaite, A? H.: Medical Treatment 
of Peptic Ulcer, M. Press 227:195 (Feb. 
27) 1952. 
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RESTING % % % M% 1% 1% 3% 1% 1M Zhe 2K 2% Ihr 3% RESTING 
90 (-327) 90 (-327) 
80 (-292) 80 (-292) 
70 (-255) 70 (+255) 
60 (-219) 60 (-219) 
50 (+182) 50 (+182) 
40 (+146) i Z 40 (+146) 
30 (+109) 30 (+109) 
20 (-073) \ 20 (-073) 
10 Na OH(%HCI) 10 Na OH 
free HCI free HCI 


GASTRIC ANALYSIS. Superimposed gruel fractional 
test-meal curves of five patients with peptic ulcer. 


Continous neutralization of the gastric con- 
tents, the sine qua non of successful peptic 


ulcer therapy, is conveniently and effectively 


achieved with Nulacin tablets. 

Placed between the gum of the upper jaw 
and the cheek, and allowed to dissolve, the 
Nulacin tablet slowly releases its acid-combin- 
ing ingredients. Thus its maintained antacid 
effect is comparable to that of continuous 
intragastric drip, but is free from the dis- 


advantages and inconveniences of the latter.’ 


Highly palatable and providing only 11 cal- 
ories, each Nulacin tablet is prepared from 
milk combined with dextrins and maltose and 


GASTRIC ANALYSIS. Same patients, two days later, 
showing the profound and sustained neutralizing effect of 


sucking Nulacin tablets (three an hour). 


The efficacy of these antacids is enhanced 
manyfold by the unique method of administra- 
tion employed in the form of Nulacin.? 

The Nulacin tablet is lozenge-shaped for 
convenient retention in the buccal sulcus, and 
of proper hardness to avoid too rapid disin- 
tegration. 

For the treatment of active ulcer, the patient 
should be instructed to suck Nulacin tablets, 
two or three every hour, beginning one-half to 
one hour after each meal. 

During quiescent periods, the suggested 
dose is two tablets between meals, beginning 
half an hour after each meal. The efficacy of 
the tablet is greatly reduced if it is chewed 
and swallowed. 

Nulacin is available in distinctive prescrip- 
tion-label tubes of 25 tablets at all pharmacies. 


Horlicks Corporation 


incorporates: 
Magnesium trisilicate 3.5 gr. 
Magnesium oxide 2.0 gr. 
Calcium carbonate 2.0 gr. 
Magnesium carbonate) 0.5 gr. 
Ol.menth. pip. q.s. 
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THE SURGEON’S CONTRIBUTION TO 


THE DEVELOPMENT OF SURGICAL ADJUVANTS 


With the great strides being made in every branch of 


surgery, the participation of the surgeon in the develop- 
ment of new and improved rubber surgical aids becomes 
increasingly important. He must be, at once, guiding 
inspiration, professional advisor, technical supervisor . . . 
in short the key figure in that development. 


Davol, as a manufacturer of these vital surgical in- 
struments depends upon this kind of professional guid- 
ance for the correct interpretation of the individual 
surgeon’s rubber-goods requirements. 


Sy 


Take the case of the Hyperpyrexia Water Mattress, 
shown above . . . used to control body temperatures of 
children during anesthesia. Only by working hand in 
hand with surgeons* in a children’s hospital was Davol 
able to assist in the development of this important sur- 
gical aid. 


Research projects like this, together with 79 years ex- 
perience in rubber processing make it possible for Davol 
to meet the specialized surgical rubber-goods needs of the 


individual surgeon. 


HOW YOU CAN HELP DAVOL TO HELP YOU! 


Whatever your requirements in custom-made surgical adjuvants, Davol is at your 
service. Our research staff is ready, willing and able to help you solve your problems. 
We welcome the opportunity to assist you in the advancement of the healing arts. 


RUBBER COMPANY 


PROVIDENCE 2. R. I. 


*Body Temperatures during Anesthesia in Infants and Children. 
Bigler, John A., and McQuiston, William Otis, A.M.A. Jl. June 9, 51:551-556. 
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surgical operatin g table 


New Table/ 


Important Advance/ 


table top can NOW 
be lowered to — 


27° 


For convenient approach to the operative site 
throughout the posturing category. 
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wherever diathermy is indicated 


RAYTHEON Radar Mécrotherm offers you the mod- 
ern microwave method of precision heat applica- 
tion, 


MICROTHERM operates at 2450 megacycles, as con- 
trasted with the highest television range of 920 
megacycles, hence TV interference is avoided. 


MICROTHERM provides penetrating energy for 
deep heating — dosage may be accurately timed. 


MICROTHERM is safe as well as quick, easy to ap- 
ply as well as clinically efficient. 


Ask your dealer for a demonstration or let us mail 
you the latest clinical reports on Radar Microwave 
Diathermy. 


APPROVED BY THE F.C. C. 
CERTIFICATE NO. D-477 
UNDERWRITERS LABORATORY 


TAKE THE TIME to investigate the dia- 
thermy equipment used in leading 
clinics, hospitals and doctors’ offices — 
over fifteen thousand Microtherms now in use. 


Proellence in Electron 


RAYTHEON MANUFACTURING COMPANY 
Power Tube Division . Waltham 54, Mass. 
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The latest aids are bought to you in this New Enlarged (6th) Edition 
of Dr. Lederer’s outstanding book. New therapeutic helps are applied, 
N EW (6th) ED ITION notably in the field of antibiotics. Every clinical advance is here . . . in 


the most extensive revision in the history of this classic. 


LEDERER’'S 


DISEASES of the EAR, NOSE & THROAT 


One dominant note stands out through all the pages of 


this notable work — CLINICAL APPLICATION! 


You see reflected the 


extensive clinical experience and achievements of one of the great leaders 
in Otology, Laryngology, and Rhinology. He writes in terms of what and 


why and how. 


ENCYCLOPEDIC: 


Here is the fullest and newest view obtainable of the diseases affecting 
the ear, nose, and throat. The anatomy, the physiology, the diagnostic 
approach, the latest treatment—all are welded to the ablest discussions 
in the literature on the thousand-and-one aspects of the subject. There 
are hundreds of new illustrations, hundreds of new pages—all of them 
reflecting the most modern attitudes . . . all of them doing the most for 
you in your practice. 


The new chapters include discussions of allergy, speech and voice disor- 
ders, ophthalmological aspects, psychosomatic approach, roentgenogra- 
phy of the head, and oncologic relations. Superbly illustrated. 


FROM REVIEWS OF PREVIOUS EDITIONS: 


There are but few medical works so profusely illustrated. The value of 
the diagrams, schematic representations, photomicrographs, and colored 
plates ... is promptly manifest... . - All the newer advances in diagnosis 
and therapy are described.—E ye, Ear, Nose, and Throat Monthly. 
Every form of therapy is thoroughly evaluated, and the policy of the 
entire work is rational, precise, and in accordance with tested pro- 
cedures.—Archives of Otolaryngology. 


By Francis L. Leperer, B.S., M.D., Professor and Head of the Department of 
Laryngology, Rhinology and Otology, University of Illinois College of Medicine: 
= 7 se 1490 (6% x 10%) pages, 979 illustrations, 20 full-page color 
plates, .00. 


Service 
FEATURES 


®@ Stresses diagnosis and 
differential diagnosis 


® Applies all types of 
treatment that have 
been proved in practice 


® Discusses Psychosomatics 
in detailed and authori- 
tative terms 


® Shows what to do and 
how in every condition 


© Nearly 1000 beautiful 
illustrations 


F. A. DAVIS COMPANY F. A. DAVIS COMPANY, 1914 Cherry St., Philadelphia 3 
Publishers 
LEDERER'S EAR, NOSE AND THROAT... 980.08 
PHILADELPHIA and charge to my account 


In Canada: THE RYERSON PRESS, Toronto NAME 
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following anorectal surgery... 


**... an internal dilator action of the soft bulk stool 


preventing adhesions, stricture and stenosis’” 


Cantor' concludes—after studying 400 patients, 

equally apportioned between mineral oil and refined 
psyllium therapy—that Konsyl reduces the need for 
digital manipulation following anorectal surgery. 

The internal dilator action of the Konsyl stool provides 
this effect every day in a completely physiological 
fashion. Frequency of postoperative narrowing by 
stricture or stenosis is reduced. 

Cantor notes these additional advantages of Konsyl 
therapy. Konsyl—by leaving a clean wound area— 
accelerates healing as much as 2 to 4 weeks compared 
with patients taking mineral oil for the management of 
postoperative constipation following anorectal surgery. 
Patients find Konsyl palatable and easy to take and 
do not become habituated to its use. Its laxative 
action is dependable. 

He concludes that Konsyl “provides a natural, 
unabsorbable bulk and lubricant with no clinical 
disadvantages. It offers many advantages over mineral 
oil and has none of mineral oil’s disadvantages.” 
Burton, Parsons & Company, Washington 9, D. C. 


Send for Samples for Clinical Appraisal 


KONSYL @ 


provides 100% active bulk-producing material 


1. Cantor, A. J., Am. J. Proctol. 3 :204-210, (Sept.) 1952. 
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ETHICAL 


The Stuart Formula is one of the oldest 
ethically promoted multivitamin products. 


Constant improvements to meet the latest 
medical demands have kept it one of the 
finest multivitamin products available. 


Doctors throughout the nation 


report better results with 


the Stuart 
fo mula 


TWO TABLETS (average daily dose) stand- 
ardized to contain: 


VITAMINS 
COMPLETE B COMPLEX 
Niacin and Niacin Amide . . . . . 30 mg. 
50% USP C ine 
Biz Bis 1 meg. 


Also other members of the B Complex from natural 
sources, yeast and liver fraction 2 


MAINTENANCE MINERALS 


TRACE MINERALS 


LOW IN COST TO PATIENTS 
Available at all pharmacies 


THE 


STUART COMPANY 


PASADENA 1, CALIFORNIA 


Vitamins 
ADB, Be Bg 
P-P Be CE 


Panthenol 


B Complex 
and Minerals 


including entire 


DEPENDABLE 
; 
= 
= — 
2 Stuart | 
— Company 
formula 
‘ 
4 


THE FORMULA FOR 
SUCCESS IN LIQUID 
MULTIVITAMIN THERAPY 


A PLEASANT 
TASTING 
MULTIVITAMIN 


MAINTENANCE 


AMOUNTS OF 
IRON & IODINE 


AD B, P-P BoE 
Panthenol 
including entire 
B Complex 

Mine 
Malt 


Ax Ary formula 
NATURAL PLUS LOW cost 
PARA AA ALY, 
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Sealy announces 
FIRM-O-REST. 


innerspring 
mattress 


Osteopathic Physicians have. made 
a significant contribution to our 

national health in insisting on firmer, 

more resilient bedding . . . bedding with the 

characteristics of the superb Sealy Firm-O-Rest 

Posturepedic Mattress. Now . . . to introduce 


Osteopathic Physicians personally to the 


superlative comfort of this mattress, Sealy 


establishes a special professional dis- 
count on the Sealy Firm-O- Rest 
Posturepedic when _ purchased 

for the doctor’s personal use 

only. Discover . . . at sub- 

stantial savings . . . the relax- 

ing resiliency . . . the superior 
support of the “world’s largest selling 
Posturepedic mattress” 


f 
® SEALY, INC., Dept. AO, 666 Lake Shore Drive 

Chicago 11, Illinois 

Gentlemen: Please send me without charge: 


——Copies of “The Orthopedic Surgeon Looks at 
Your Mattress” 


e 

z ——Copies of “A Surgeon Looks at Your Child’s Mattress” 
@ __Please send free information on professional discount 
NAME 

ADDRESS 


CITY ZONE STATE 


_ SINCE 1881—FACTORIES IN PRINCIPAL CITIES 
666 LAKE SHORE DRIVE * CHICAGO, ILLINOIS 
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PET MILK builds strong bodies from the 


GIVE BABIES A GOOD START IN LIFE WITH THE 
MILK THEY TOLERATE FROM THE VERY FIRST FEEDING 


Body-building protein in Pet Evapo- 
rated Milk is heat softened ... made 
comparable in digestibility to human 
milk. That’s why physicians gener- 
ally find that babies brought up on 
Pet Milk readily accept this good 
milk... benefit from fewer intestinal 
disturbances. 


Easy digestibility, of course, is only 
one of many reasons why Pet Milk 
is highly favored among so many 
physicians. Pet Milk is complete in 


the essential food values of milk. 
And sterilized in its sealed container, 
Pet Milk is always a safe milk for 
babies. 


At the same time, Pet Milk, the original 
evaporated milk, costs less than any 
other form of whole milk—far less than 
special infant feeding preparations. 


Try Pet Milk for the young patients 
in your care. See how well they ac- 
cept this nourishing milk from the 
beginning. 


= 
va 
PET 
si FAVORED FORM OF MILK ese | FOR INFANT FORMULA 
é PET MILK COMPANY, 1464-D ARCADE BUILDING, ST. LOUIS 1, MO. 
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INTRAMUSCULAR 


‘Brand 


In hypertensive emergencies, 
when the blood pressure must be 
dropped in a matter of minutes, 
Solution Intravenous Veriloid mer- 
its first consideration. Its action is 
prompt and profound, lowering 
the arterial tension in most pa- 
tients to or near normotensive lev- 
els. However, the clinician at all 
times has complete control of the 
extent of the blood pressure drop. 


cEP 
COUNCIL ON 
PHARMACY eS 


CHEMISTRY 


The dependable hypotensive action 
of Solution Intramuscular Veriloid 
makes this unique extract of Veratrum 
viridealkaloids highly valuablein mild 
and moderate pre-eclampsia. It pro- 
duces a prompt initial fall in blood 
pressure, and, given at intervals of 
3 to 6 hours, it then holds the tension 
at or near normotensive levels until 
delivery occurs. 


Note These Results 
In a series* of 56 patients with mild 
to severe pre-eclampsia, excellent re- 
sults were obtained in 47 patients, 
good results in 4, and fair results in 5. 
In all patients the significantly de- 
pressed blood pressure was main- 
tained until delivery took place. In 
5 cases of postpartum pre-eclampsia, 


the results were especially gratifying 


*Finnerty, F. A., Jr.,and Fuchs,G. J.: Washington, D.C., 
to be published. 
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since only a single injection was re- 
quired in each patient. 


Solution Intramuscular Veriloid 
merits ready availability in the labor 
and delivery rooms; it can aid sig- 
nificantly in the management of the 
eclamptic patient. 


In Hypertension 

Given in proper dosage, Solution In- 
tramuscular Veriloid offers a positive 
means of lowering the blood pressure 
not only in eclampsia, but also in 
malignant hypertension, encephalop- 
athy, and hypertensive crises. A single 
dose produces its maximum effect in 
60 to 90 minutes and exerts a hypo- 
tensive influence for 3 to 6 hours. 
Through repeated injections, the 
blood pressure may be depressed for 
hours or even days, depending upon 
the therapeutic need. 


Solution Intramuscular Veriloid, containing 1.0 mg. of alka- 
vervir per cc. of buffered isotonic aqueous solution incorpor- 
ating one per cent procaine hydrochloride, is available through 
all pharmacies in 2 cc. ampuls packed 6 ampuls per box. 


RIKER LABORATORIES, 


INC. 


8480 Beverly Bivd. - Los Angeles 48, Calif. 


VERILOID, GENERICALLY DESIGNATED ALKAVERVIR, IS 
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J-WAY PROTECTION 


1. Carnation constantly improves its raw milk sup- 
ply. Cattle from world champion Carnation blood- 
lines are shipped to farmers throughout America 
to improve the milk supplied to Carnation plants. 


3. Carnation processes ALL the milk sold under 
the Carnation label. From cow to can Carnation 
Milk is processed—with prescription accuracy—in 
Carnation’s own plants under its own supervision. 


5. And Carnation Milk is available everywhere. 
Mothers to whom you recommend Carnation Milk 
can find it in virtually every grocery store in every 
town, wherever they travel throughout the country. 


2. Carnation processes only high quality milk. Car- 
nation Field Men regularly check local farmers’ 
herds, sanitary conditions and equipment—reject 
milk if it fails to meet Carnation’s high standards. 


Bors 


4. Carnation quality control continues even AFTER 
the milk leaves the plant. To assure freshness and 
highest quality, Carnation salesmen make fre- 
quent inspections of retail dealers’ stocks. 


DOUBLE-RICH in the food 
values “of whole 


FORTIFIED with 400 
of vitamin D per 


STERILIZED in the Pel 
can for complete safety 


“The Milk Every Doctor Knows” 
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To Brighten Monotonous Low Sodium Diets 


There is a psychic factor attached to sodium-free or low sodium 
diets which frequently proves emotionally disturbing for the patient. 
In many instances this factor is apt to vitiate the very aim of treatment. 


When salt must be denied the patient, the juice of fresh lemons 
—itself virtually sodium free—not only proves to be an acceptable 


seasoning agent at the table for almost all foods, but actually adds 
new interest to many of them. 


Its liberal use is to be recommended when sodium restriction is 


called for, since it adds zest and appetite appeal to otherwise drab and 
A carefull red 

Gor insipid dishes. 

to patients on low 


colin Gets & eoed Suggest that a plate of lemon wedges be placed on the table 


aad with every meal whenever you have to impose a low sodium diet. 


Write Sunkist, Division Sunkist Growers 
M, Terminal Annex, 


Los Angeles 54, Calif. LOS ANGELES CALIFORNIA 


Sunkist 


FRESH LEMON JUICE 
j 
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PROOF WITH ONE PUFF? 


So distinct is the superiority of PHitip Morris 
over any other leading brand, that we believe you 
will notice the difference with a single puff. Won’t 
you try this simple test, Doctor, and see? 


Take a PHILIP MORRIS and any other cigarette 


1. Light up either one first. Take a puff—get a good mouthful 
of smoke—and s-l-o-w-l-y let the smoke come directly through 
your nose. 


2. Now, do exactly the same thing with the other cigarette. 


Notice that PHILIP MORRIS is definitely less irritating, definitely milder. 


PHILIP MORRIS 


Philip Morris & Co. Ltd., Inc., 100 Park Avenue, New York 17, N. Y. 
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Complete! 


TOWN — 
OPHTHALMOLOGY 


By ARNO E. TOWN, M.D. 


Professor of Cotgheimsteey. The Jefferson Medical College 
Philadelphia, Pennsylvania 


Eleven Contributors 


Virtually all diseases and conditions of the eye are 
covered in this book. Consideration is given to those 
which the general physician will be called upon to 
treat in his everyday practice. Modern diagnostic 
and therapeutic measures are stressed. Emphasis is 
on the use of the ophthalmoscope and interpreta- 
tion of the fundus picture. Almost 80 pages are 
devoted to the physiology of vision. The reader is 
impressed with the full meaning of visual disturb- 
ances, pain, inflammation, swelling, tearing and dis- 
charge. He is taught how to treat eye accidents and 
injuries and is briefed on surgical methods em- 
ployed in cataract extraction, glaucoma, removal 
of foreign bodies, and other related procedures. 
There are more than 200 illustrations. 


511 Pages. 208 Illustrations and 
4 Plates in Color. $10.00 


Washington Square 


LEA & FEBIGER 
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New Book! 


TAYLOR — MANUAL OF 
GYNECOLOGY 


By E. STEWART TAYLOR, M.D. 


Professor and Head of the Department of Obstetrics and Gynecology, 
University of Colorado School of Medicine, Denver, Colorado 


This book provides physicians and students with a 
concise, yet highly effective understanding of the 
basic principles of gynecology. Emphasis is on the 
medical, psychosomatic and endocrinologic aspects 
of diagnosis and treatment. The many common 
gynecologic conditions family physicians see almost 
daily are discussed in detail. There is sound guid- 
ance on every step of procedure, from how to take 
a history and make an examination, to the adminis- 
tration of currently accepted therapy. In addition, 
there are separate chapters on abortion, infertility, 
the menopause, and on the proper use of hormone 
preparations. The technical aspects of operative 
gynecology have been purposely omitted. Refer- 
ences in the bibliography are by modern authorities 
and appear in readily available medical journals 
or books. 


New. 204 Pages. 70 Illustrations. $4.50 


Philadelphia 6, Pa. 


ACTIVE 


INGREDIENTS: 
BORIC ACID 2.0% 


OXYQUINOLIN 
BENZOATE 0.02% 
AND 
PHENYLMERCURIC 
ACETATE 0.02% 
IN SUITABLE 
JELLY OR 
CREAM BASES 


WHEN EMPHASIS IS ON QUALITY 


* 145 HUDSON STREET, NEW YORK 13, N. Y. 


Scientific attention to family planning is 
a privilege of modern woman. Vital in- 
volvements require adherence to proven 
Quality. Since needs are individual, the 
physician plays an important part in 
supplying the correct contraceptive meth- 
ods. The KOROMEX method* has a 
history of proven Quality earned 
through many years of use. 


* We'll be happy 
to send literature. 
on request. 


A CHOICE OF PHYSICIANS 


* MERLE L. YOUNGS, PRESIDENT 
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He HAS JUST BOLTED a breakfast of underdone 
bacon, eggs and potatoes fried in grease, strong 
coffee with thick cream and sugar, while he 
worried over that note that falls due next week. 


He may not know it but he is headed for your 
office, Doctor, where he will tell you about his 
nausea, heartburn, abdominal pains, sour stomach 
and gas. 


Where acid indigestion and dyspepsia are pres- 
ent, many of our doctor friends are turning to 
VM. No. 21. This demulcent, adsorbent gastric 
antacid provides chlorophyll as a soothing agent 
and contains methyl cellulose, psyllium husks and 
Irish moss extractives to form a protective coating. 


The formula also provides Bentonite as an ad- 
sorptive detoxifier together with calcium carbon- 
ate and magnesium trisilicate to promote prompt 
antacid action. 


“VM. No. 21 also contains our VM. No. 2 Base 
Concentrated Food Factors—alfalfa, dulse, spin- 
ach, endive, chard, turnip, watercress, soybean, 
orange, carrot and lemon. 


The VM. No. 21 formula is the result of highly 
technical and clinical research and bears the 
famous Vitaminerals seal that stands for uniform- 
ly high quality. 


ITAMINERALS INC. 


Glendale 1, California 
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CAPSULES CHLORAL HYDRATE Felons 


ODORLESS * NON-BARBITURATE TASTELESS 
Darilime SEDATION 3% gr. (0.25 Gm.) BLUE and WHITE 
CAPSULES CHLORAL HYDRATE - Fellows 


Small doses of Chloral Hydrate 

(3% gr. Capsules Fellows) completely 
fill the great need for a daytime 
sedative. The patient becomes tranquil 
and relaxed yet is able to 

maintain normal activity. 


DOSAGE: One 3% gr. capsule three 
times a day after meals. 


7 gr. (0.5 Gm.) BLUE 
CAPSULES CHLORAL HYDRATE -Fellows 


Restful sleep lasting from five to 
eight hours. “‘Chloral Hydrate produces 
a@ normal type of sleep, and is 

rarely followed by hangover.’’* 

Pulse and respiration are’ slowed in 
the same manner as in normal sleep. 
Reflexes are not abolished, and the 
patient can be easily and completely 


AVAILABLE: 


CAPSULES CHLORAL 
HYDRATE — Fellows 


3% gr. (0.25 Gm.) 


BLUE and WHITE aroused . . . awakens refreshed.*** | 
~ DOSAGE: One to two 7% two to | 
of 24’ gr., or | 
100's four 3% gr. capsules at bedtime. 
7% gr. (0.5 Gm.) 
BLUE CAPSULES EXCRETION—Rapid and complete, therefore | 
bottles of no depressant after-effects.** 


Professional samples and literature on request 


pharmaceuticals since 1866 
26 Christopher St., New York 14, N. Y. 


1. Hyman, An Practice of Medicine (1 
In Practical Therapeutics (1048 
4 


L., and Gilman, A. 
Usetul Drugs, 14th od. 
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* TWO-FOLD SERVICE — 


To The Profession 


* Professional Foods continue to do their honest best to predicate 
the needs of the Osteopathic profession in correcting basic and 
fundamental 


NUTRITIONAL TROUBLES 


*Since the troubles arise largely in the *We offer a complete and basic evalua- 

CHRONIC PATIENT, we have tion for the CHRONIC PATIENT at 

planned our products to aid the doctor a considerable financial savings in order 

of this patient. that treatment for the CHRONIC 
PATIENT can be directed properly 
from the start. 


PROFESSIONAL Write for added information. 
FOODS 219 First st. s.W., Cedar Rapids, lowa 


COMPLETE V7 


of MUSCLE SPASM! 


USE THE NEW, COMPLETE, MORE EFFECTIVE, = WN ee 
TOXIC SPASMOLYTIC and ANALGESIC COMPOUND 
Ta, 


_SAL-MEPHSON 


Write TODAY for Clinical Salicylamide (2 gr.) 130 mg 


Samples and literature. Physostigmine Salicylate. ...0.25 mg 
Homatropine Methylbromide. .0.60 mg 


S. J.B UTAG & Company Pharmaceuticals 


19180 MT. ELLIOTT AVENUE 
DETROIT 34, MICHIGAN 
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For a 
wholesome beginning 


Gerber’s Rice, Barley, Oatmeal, and Cereal Food are easily digested . . . 
carefully supplemented with B-vitamins, calcium, and iron to more than 
whole grain value. 


Gerber’s Rice Cereal and Barley Cereal are both hypo-aller- 
genic. Rice Cereal, Barley Cereal, and Oatmeal are one-grain 
... an aid in diagnosing cereal allergies. 


Pleasant smooth texture and mild flavors make Gerber’s Cereals highly 
acceptable as starting cereals for infants. Mothers find these pre-cooked 
cereals convenient . . . easily available in most all grocery stores. 


SAMPLES of Gerber’s Cereals free for use with patients. Just write on 
your letterhead to Dept. 374-3, Fremont, Mich. 


4, Gerber’s Foops 


4 CEREALS * 50 STRAINED & JUNIOR FOODS, 
INCLUDING MEATS 
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THE COLUMBUS PHARMACAL CO 


in your next case of 


PSORIASIS 


Results speak for themselves. Many physicians who 
now prescribe RIASOL for every patient with psoriasis 
first became acquainted with it through a clinical trial. 


Seeing is believing. When the ugly skin patches of 
psoriasis gradually fade away, your own experience will 


prove what RIASOL can do. 


The record shows that RIASOL produces clinical im- 
provement in 76% cases. Compare this with 1644% 


remissions in a series of 23] cases produced by various 
drugs other than RIASOL. 


You don’t have to wait long to see results with RIASOL. 
In 8 typical cases the skin lesions cleared up in an 
average of 7.6 weeks. 


RIASOL contains 0.45% mercury chemically combined 
with soaps, 0.5% phenol and 0.75% cresol in a wash- 
able, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thorough dry- 
ing. A thin invisible, economical film suffices. No 
bandages required. After one week, adjust to patient’s 
progress. 


Ethically promoted RJASOL is supplied in 4 and 8 fid. 


oz. bottles at pharmacies or direct. 


MAIL COUPON TODAY— 


TEST RIASOL YOURSELF 
After using RIASOL 


SHIELD LABORATORIES JO.—4-53 
12850 Mansfield Ave., Detroit 27, Mich. 


Please send me professional literature and generous clinical package of RIASOL. 


Before using RIASOL 
ies 
a 
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*Beckman, H.: Pharmacology in Clinical Practice, Philadelphia 
.W. B. Saunders Company, 1952, p. 172. 
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intramuscularly 


subcutaneously or 


intravenously 


MERCUHYDRIN 


(brand of meralluride, U.S.P.) Sodium, 


Ampuls of 1 cc. and 2 cc. and 10-cc. vials 


caderihip tn diuretic yesearch 


LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 
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In considering the craniocervical area it is as 
necessary to understand its relation to its surround- 
ings as it is in considering any other area within the 
body. It must be constantly remembered that the body 
is a unit and that each area is anatomically continuous 
with those adjacent. The physiologic continuity of like 
structures and the interrelationships of the various 
structures, glands, and viscera constitute the anatomic- 
physiologic unit man. With damage or even alteration 
of any single part, the entire body in its process of 
accommodation achieves, in the words of Speransky,* 
“a new artificial norm.” 


Few advances in knowledge aré entirely original. 
Whenever any definite advance has been most thor- 
oughly and understandably worked out, it is possible 
to find that references to certain factors appeared in 
literature decades and even centuries ago. As stated 
by Foster Kennedy,? “advances in knowledge come 
often, not by the addition of a few facts but by a 
novel rearrangement of known material giving new 
direction through a ‘mental jump’ placing old knowl- 
edge on a new, a more manageable and more illumi- 
nated level.” 


According to Andrew Taylor Still, “. . . if we ever 
know the whole, we must first know the parts,’’® but 
“... One part is just as great and useful as any other 
in its place.”* In the over-all pattern and general 
perspective, axes, planes, panels, and curves are 
considered. In alteration of any of these there is 
accommodation or compensation in varying degrees 
throughout the entire body. 

The first planes to be considered are the horizontal 
planes with anteroposterior depth, through the pelvic 
girdle, the shoulder girdle, the base of the skull, and 
the petrous ridges. ‘Alteration in the inclination of 
any one of these will affect the inclination of all the 
rest in varying degrees, and with this change there will 
be accompanying changes in the curves throughout 
the spinal and the cranial axes. With increased an- 
terior inclination of the plane through the shoulder 
girdle the drop of the anterior panel results.5 With 
these alterations, continuous change will be found 
throughout the fascial planes of the entire mechanism. 

Observation of a patient should begin by noting 
protrusion or retraction of the lower jaw. Next fascial 
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drag over the anterior cervical area should be looked 
for, and, if it is found, the consequent drag of the 
pericardium, the sagging of the diaphragm, and the 
diminished internal support to the pelvis should be 
visualized. This particular point of consideration has 
been greatly stressed by W. G. Sutherland.* The body 
may be supported by the pelvic girdle, but it is certainly 
hung from the base of the skull. 

Observation should now embrace the resultant 
anterior rotation of the entire pelvis about a transverse 
axis. This particular phenomenon has been well illus- 
trated by Beilke’ in discussions on general posture 
and again in consideration of Glenard’s syndrome. 
The continuation of the picture includes the increase 
of the curves throughout the spinal and cranial axes 
and increase of the angulation of their junctions. 


THE CRANIOCERVICAL JUNCTION 


With this introduction, detailed consideration will 
be given the craniocervical junction. First to be studied 
are the bony structures involved, and next the struc- 
tures below and above the base of the skull, which 
act antagonistically and in unison. 

The structures below the base of the skull may 
be broadly divided into vertebral and visceral com- 
ponents. The vertebral component includes the verte- 
brae, the articular ligaments, and the vertebral muscles. 
The vertebral muscles are those which immediately 
surround the vertebral column and are considered in 
anterior, lateral, and posterior vertebral groups. The 
visceral component includes the larynx, pharynx, and 
upper part of the esophagus. Surrounding these two 
components are the cervical muscles which include the 
anterior cervical group, consisting of the suprahyoid 
and infrahyoid muscles, and the lateral and posterior 
cervical groups. 

The occipital bone which contributes the superior 
facets of the condylar atlantal articulations is located 
in the posterior inferior part of the skull. Its develop- 
mental progress is very similar to that of the vertebrae. 
The four component parts in development, the basilar 
portion, two lateral or condylar parts, and the squama 
surround the foramen magnum. The relationships of 
the component parts of this bone are largely responsi- 
ble for the pattern of development of the cranium and 
spine. The pattern varies according to the alignment, 
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malalignment, or warped state of the component parts 
of the occiput dependent upon the degree of mechanical 
interference they may have escaped or to which they 
may have been subjected. The occipital bone in its 
fused and mature state is curved upon itself and 
presents four borders and four angles. In this paper 
we are concerned with the articulations of the inferior 
borders and of the inferior angle. The inferior angle 
during the early years of life articulates by means of 
a disk with the posterior surface of the body of the 
sphenoid. This constitutes the first curve in the cranial 
axis which is in an upward, dorsal, or posterior 
convexity. From 18 to 25 years of age there is fusion 
of the sphenobasilar articulation, and then movement 
of the sphenobasilar plate is dependent upon the can- 
cellous state of the bone, its compressibility and flexi- 
bility, the size of the foramen lacerum on either side, 
and the degree of movement of the petrous portions 
of the temporal bones. 


The articulation of the inferior border of the 
occipital bone with the mastoid and petrous portions 
of the temporal bone is simple in its complexity. From 
the lateral angle to the jugular process, the occipital 
bone articulates with the mastoid portion of the tem- 
poral. This articular surface on the occipital bone 
consists of two limbs and is not too dissimilar in con- 
sideration from the L-shaped or auricular articulation 
on the superior anterior part of the lateral aspect of 
the sacrum. The portion on the squamous part of the 
occipital bone is beveled at the expense of the external 
surface and faces somewhat laterally, posteriorly, and 
inferiorly to articulate with the corresponding articular 
surface on the posterior part of the mastoid portion 
of the temporal bone. The anterior inferior component 
of this articular surface on the occipital bone is that 
part to which the condylar portion contributes. This 
is beveled at the expense of the internal or superior 
surface and faces superiorly and laterally to articulate 
with the reciprocally beveled surface on the inferior 


part of the mastoid portion of the temporal bone. The . 


change of beveling in the occipitomastoid suture is at 
the extremities of the occipital hinge and is known as 
the hinge mastoid or HM pivot. This may be likened 
to the isthmus, as described by Downing,* between the 
two components of the sacroiliac articulation. 

In passing it is well to mention that many per- 
sistently recurring sacroiliac lesions recur because the 
key lesion is in the occipitomastoid area of the same 
side and too often remains uncorrected. 

Surmounting the jugular process of the occipital 
bone is a facet, facing superiorly, laterally, and an- 
teriorly, and convex in two directions, which articulates 
with the concave articular area on the inferior surface 
of the petrous portion of the temporal bone. 

Anterior to the jugular process is the jugular 
foramen through which the sigmoid sinus empties into 
the jugular vein. Anterior to this is a second mem- 
branous compartment within this foramen through 
which the glossopharyngeal, vagus, and accessory 
nerves have their exit from the cranium. Sometimes 
there is noted a third compartment for the passage of 
the inferior petrosal sinus which affords some of the 
drainage from the cavernous sinus. 

Impaired drainage due to restriction in this area 
might result in manifestations throughout the central 
nervous system. Symptoms might also be manifested 
in the orbit and eye. Because of nerves involved in 
this area changes might occur in the musculature of 
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the cervical, shoulder, and upper dorsal areas, in the 
pharynx and tongue, and in the thoracic abdominal 
viscera. 

Anterior to the jugular foramen there is a con- 
cave ridge on the upper edge of the lateral aspect 
of the basilar portion of the occiput which articulates 
with a convex groove on the anterior part of the pos- 
terior border of the petrous portion of the temporal 
borie. The anterior border of the petrous portion of 
the temporal bone articulates with the lateral part of 
the posterior border of the great wing of the sphenoid. 
Anterior to the apex of the petrous portion of the 
temporal bone is the foramen lacerum, which in the 
living state is closed in with cartilage. Surmounting 
this is the carotid artery, which passes through the 
apex of the petrous portion of the temporal bone to 
make its hairpin curves within the cavernous sinus 
immediately lateral to the sella turcica, before emerg- 
ing posteromedially to the anterior clinoid process and 
branching to supply the cerebral hemispheres. 

The full significance of the detailed description of 
the occipitoatlantal articulation assumes its rightful 
proportions when the structures above the base of the 
skull as well as those below the base have been de- 
scribed. Completion of the structure must be considered 
step by step. Understanding often comes in retrospect. 

On the under surface of the occipital bone on 
either side of the foramen magnum are found the 
condylar facets. Converging anteriorly from about 
the middle of the lateral margins of this foramen, 
these facets extend onto the basilar portion. Three 
quarters of each facet is developed on the condylar 
part and the anterior quarter is developed on the basilar 
portion. Therefore, in malalignment of the developing 
parts of the occipital bone, distortion in the develop- 
ment of these facets will result. For descriptive pur- 
poses average normal facets will be considered. 
Reasoning concerning the abnormal and what can be 
done about it may be intelligently channeled on the 
basis of a thorough understanding of the normal 
picture. 

The condylar facets converge anteriorly and face 
inferiorly, laterally, and anteriorly. They are convex 
in two directions, as are the facets on the jugular 
processes, and they articulate with the large concave 
articular surfaces surmounting the relatively large 
lateral masses of the atlas. These superior articular 
surfaces of the atlas converge anteriorly and diverge 
posteriorly. The posterior three fourths of each sur- 
face is developed on the lateral mass while the anterior 
fourth is developed on the anterior arch. With mal- 
alignments corresponding to possible malalignments 
in the developmental stages of the occiput, there will 
also be found corresponding faulty formation of these 
surfaces. These superior facets are directed superiorly, 


medially, and posteriorly, and each is concave in two 


directions and caudad medially. Picture carefully the 
nestling cupping afforded the occiput by the atlas. Mal- 
alignments of these particular articular surfaces are 
often maintained by unusual or unequal stress or strain 
of associated soft structures attached within and/or 
without the craniovertebral cavity. That is, structures 
above and/or below the base of the cranium may turn 
the atlas into a viselike structure which maintains fixa- 
tion of the occiput and in turn of the base of the 
cranium. 

The transverse ligament of the atlas, stretching 
between the tubercles below the medial margin of each 
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of the articular facets, keeps the odontoid process of 
the axis in the anterior compartment of the vertebral 
foramen. The odontoid process articulates posteriorly 
with the transverse ligament of the atlas and anteriorly 
with the facet on the posterior part of the anterior arch 
of the atlas. This anterior arch consists of about one 
fifth of the ring of the atlas while the posterior arch 
consists of about two fifths. The flexibility of the 
posterior arch, or for that matter of this entire circle, 
is of great importance in the consideration of freeing 
the viselike infringement of the atlas upon the occiput 
in various types of lesions. : 

The inferior articular facets on the atlas are much 
smaller than are the superior ones. They are round 
and slightly convex, facing downward and medialward 
to articulate with the superior facets of similar shape 
on the axis. It is important that the superior facets 
of the axis facing superiorly and‘lateralward surmount 
the body, pedicles, and transverse processes, while the 
inferior articular facets of the axis, also flat and 
round, are at the junction of the pedicle and lamina 
and face forward, downward, and slightly lateralward 
to articulate with the corresponding superior facets of 
the vertebra below which look backward, upward, and 
slightly medialward. 

A summary of the ligaments connecting the upper 
cervical vertebrae and the occiput will include articular 
capsules for each lateral articulation. The articular 
capsules of the occipitoatlantal or condyloatlantal joints 
are thin and loose. Each is reinforced by a lateral 
ligament, which is attached below the base of the 
transverse process of the atlas and extends obliquely 
upward and medialward to the under surface of the 
jugular process of the occipital bone. The articular 
capsule of each atlantoaxial articulation is likewise 
thin and loose and is reinforced posteromedially by 
an accessory ligament extending from the body of the 
axis near the base of the odontoid process to the lateral 
mass of the atlas near the transverse ligament. The 
upward extension of the anterior longitudinal ligament 
which is attached to the anterior surfaces of the bodies 
of the vertebrae is continued from the front of the 
body of the axis to the lower border of the anterior 
arch of the atlas. From the upper border of the an- 
terior arch of the atlas this dense membrane is con- 
tinued to the anterior margin of the foramen magnum 
of the occipital bone. Anteriorly this anterior atlanto- 
occipital membrane is strengthened by a strong rounded 
cord extending from the tubercle on the anterior arch 
of the atlas to the basilar part of the occipital bone 
and laterally it is continuous with the articular capsules 
of the atlanto-occipital articulations. 


The apical odontoid ligament extends from the 
tip of the odontoid process to the basion or middle 
of the anterior margin of the foramen magnum. The 
alar ligaments extend from either side of the odontoid 
process obliquely upward and lateralward to rough 
depressions on the medial side of the condyles of the 
occipital bone. 

The transverse ligament of the atlas has been 
described as extending between small tubercles on 
the medial surface of the lateral mass of the atlas. 
This ligament is concave in front, convex behind, 
lroader and thicker in the middle, and as it crosses 
‘ne odontoid process an upward extension is given off 

» attach to the basilar portion of the occipital bone 
nmediately posterior to the attachment of the apical 
'gament. Inferiorly from the same area a prolonga- 
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tion extends to the posterior surface of the body of 
the axis. This entire ligament with its transverse 
and its vertical portions is known as the cruciate liga- 
ment of the atlas. 

The posterior longitudinal ligament extending 
along the posterior surfaces of the bodies of the verte- 
brae within the vertebral canal appears to be extended 
superiorly from the posterior surface of the body of 
the axis as the membrana tectoria expanding as it 
ascends to be attached to the basilar groove of the 
occipital bone in an inverted V. 

Corresponding to the ligamenta flava between 
lamina of adjacent vertebrae below the axis the pos- 
terior atlantoaxial ligament is found to extend from 
the upper edges of the lamina of the axis to the lower 
border of the posterior arch of the atlas. From the 
superior border of the posterior arch of the atlas the 
posterior atlanta-occipital membrane extends to the 
posterior margin of the foramen magnum, where it 
is continuous anteriorly with the membrana tectoria. 
Below, however, this posterior atlanto-occipital mem- 
brane is deficient anteriorly permitting, on either side, 
entrance of the vertebral artery and exit of the sub- 
occipital nerve. 


The ligamentum nuchae is an upward continua- 
tion of the supraspinal ligament from the spinous proc- 
ess of the seventh cervical vertebra to the median 
nuchal line and external occipital protuberance. An- 
teriorly from the ligamentum nuchae extends a septum 
which is attached to the posterior tubercle of the atlas 
and to the spinous processes of the cervical vertebrae 
thus forming a septum between the muscles on either 
side of the neck. 


The temporomandibular articulation has a singu- 
larly significant role in the clinical aspect of the cranio- 
cervical area. The mandibular or glenoid fossa on the 
under surface of the medial portion of the squamous 
and the tympanic portion of the temporal bone is oval 
in shape. The long axes through the mandibular 
fossae converge posteriorly and the condyles of the 
mandible present posterior convergence of their longest 
axes in like planes. 

Each of these articulations, including its articular 
disk, is encased by the articular capsule. Three strong 
ligaments connect the mandible to the base of the 
skull. The sphenomandibular ligament descends from 
the spina angularis to the lingula of the mandibular 
foramen on the mandible. The temporomandibular 
ligament, consisting of two fasciculi superiorly, one 
from the medial surface of the zygomatic arch and the 
other from the tubercle on its lower border, extends to 
the lateral surface and posterior border of the neck 
of the mandible. The stylomandibular ligament extends 
from the styloid process of the temporal bone to the 
posterior border of the ramus of the mandible. This 
ligament is a specialized band within cervical fascia 
between the masseter and the pterygoideus internus. 

The masseter consists of two portions. The super- 
ficial portion arising from a tendinous aponeurosis 
from the zygomatic process of the maxilla and from 
the anterior two-thirds of the lower border of the 
zygomatic arch is inserted into the angle and the lower 
half of the lateral surface of the mandible, while the 
deep portion, arising from the posterior third of the 
lower border of the whole of the medial surface of 
the zygomatic arch, passes downward and forward to 
be inserted into the upper half of the ramus of the 
mandible and the lateral surface of the coronoid proc- 
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ess. The pterygoideus internus completing this muscu- 
lar sling for the mandible arises from the medial 
surface of the lateral pterygoid plate and the grooved 
surface of the pyramidal process of the palatine bone. 
It also has a small portion of origin, lateral to that of 
the pterygoideus externus, from the lateral surface 
of the pyramidal process of the palatine and tuberosity 
of the maxilla. These fibers all pass downward, lateral- 
ward, and backward to be inserted by a strong tendi- 
nous lamina into the lower and back part of the medial 
surface of the ramus and angle of the mandible. The 
masseter and pterygoideus internus together appear as 
a sling to the mandible. The pterygoideus externus is 
short and thick arising by two heads, an upper from 
the lower part of the lateral surface of the great wing 
of the sphenoid and from the infratemporal crest and 
a lower from the lateral surface of the lateral pterygoid 
plate. These fibers pass horizontally backward and 
lateralward to be inserted in a depression in the front 
of the neck of the condyle of the mandible and into 
the front margin of the articular disk. 


The temporalis, another important muscle in man- 
dibular activity, arises from the whole of the temporal 
fossa and from the deep surface of the temporal fascia. 
Its fibers descend, converge, and end in a tendon which 
is inserted into the medial surface apex and anterior 
border of the coronoid process and the anterior border 
of the ramus of the mandible. 


The levator veli palatini muscles, each extending 
from a roughened area on the anterior part of the 
inferior surface of the temporal bone, and from the 
medial part of the eustachian tube and interdigitating 
in the soft palate with the fibers of its fellow, will 
have symmetrical tensity depending upon the relation 
of the petrous portions of the temporal bones to each 
other. Likewise the tensor veli palatini arising from 
the scaphoid fossa, from the spina angularis of the 
sphenoid, and from the lateral wall of the auditory 


tube descends between the medial pterygoid plate and_ 


pterygoideus internus around the hamulus to be in- 
serted into the palatine aponeurosis and thus into the 
transverse ridge and surface behind it on the under 
surface of the horizontal part of the palatine bone. The 
equal tensities of this pair of muscles is very strongly 
dependent upon the alignments of the pterygoid proc- 
esses and plates. 

The position of the sphenobasilar plate and the 
relationships of the occiput, the temporal and pterygoid 
processes, and the plates of the sphenoid all have 
considerable effect upon the superior constrictor of the 
pharynx as well as upon the upper attachment of the 
cervical fascia. The superior constrictor of the pharynx 
arises from the lower third of the posterior margin 
of the medial pterygoid plate and its hamulus, from 
the pterygomandibular raphe and from the alveolar 
process of the mandible above the posterior mylohyoid 
line and a few fibers from the side of the tongue. Its 
fibers curve backward to be inserted into the median 
raphe and are also prolonged by means of an aponeu- 
rosis to the pharyngeal spine on the basilar part of the 
occipital bone. The superior fibers arching beneath the 
levator veli palatini and the auditory tube leave a 
space between the upper border of this muscle and 
the base of the skull which is closed by the pharyngeal 
aponeurosis. It is easy to understand that distortion of 
the visceral part of the cranium, drag of the cervical 
fascia, and altered muscular tonus are all capable of 
producing altered craniovertebral mechanics. 
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In view of the structures within the cranium and 
of the structures below the cranium it would appear 
that the sphenoid often enjoys but a vicarious role in 
the osteopathic management of faulty occlusion. Pic- 
ture the forces against the base of the skull during 
talking and, particularly, during chewing in cases of 
faulty occlusion when the mandible is slung from 
asymmetrically inclined or aligned petrous portions. 
The stresses may be as severe as those resultant upon 
a faulty inclination of the pelvis due to sacroiliac or 
lumbosacral strains or hip lesions. 


THE SHOULDER GIRDLE 


The shoulder girdle will now be considered, with 
its effect upon fascial drag and the change of tensities 
of the cervical muscles. The relationship of the first 
and second ribs to the shoulder girdle is of importance 
because of muscular and fascial attachments. The 
freedom of movement of the articulations at each end 
of the clavicles must be established. This often consti- 
tutes the beginning of the manipulative procedure. 

Next will be considered some of the groups of 
muscles whose contractions may be responsible in part 
for maintaining if not producing lesions throughout 
this area. The anterior vertebral group includes the 
longus colli, longus capitis, rectus capitis anterior, and 
rectus capitis lateralis. 

The longus colli which covers the anterior surface 
of the vertebral column from atlas to third dorsal 
consists of three portions: The vertical portions arise 
from the anterolateral parts of the bodies of the upper 
three thoracic and lower three cervicals and terminate 
in the anterolateral aspect of the bodies of the second, 
third, and fourth cervicals; the superior oblique por- 
tion extends from the tubercle of the anterior arch of 
the atlas to the anterior tubercles or the transverse 
processes of the third, fourth, and fifth cervicals and 
the inferior oblique portion extends from the lateral 
aspect of the bodies of the second and third thoracic 
to the anterior tubercles of the transverse process 
of the fifth and sixth cervicals. The longus capitis 
extends from the anterior tubercles of the transverse 
processes of the third, fourth, fifth, and sixth cervicals 
into the inferior surface of the basilar part of the 
occipital bone. The rectus capitis anterior arises from 
the anterior surface of the lateral mass of the axis 
and from the root of its transverse process and passes 
upward and medialward to be inserted into the inferior 
surface of the basilar part of the occipital bone imme- 
diately in front of the foramen magnum. The rectus 
capitis lateralis extends obliquely upward from the 
upper surface of the transverse process of the atlas 
into the under surface of the jugular process of the 
occipital bone. 

The lateral vertebral group of muscles consists 


.of the scalenus anterior, medial, and posterior. 


The scalenus anterior arises from the transverse 
processes of the third, fourth, fifth, and sixth cervicals 
and is inserted into the inner border of the first rib 
and ridge in front of the subclavian groove. There 
is, therefore, a continuation of force from the anterior 
part of the first rib to the under surface of the basilar 
portion of the occiput through the scalenus anterior ; 
the anterior tubercles of third, fourth, fifth, and sixth 
cervicals ; and the longus capitis. The scalenus medius 
extends from the posterior tubercles of the lower six 
cervical vertebrae to the upper surface of the first rib 
between the tubercle and subclavian groove. The 
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scalenus posterior extends from the posterior tubercles 
of the lower two or three cervicals to the outer sur- 
face of the second rib. 


The suboccipital muscles include the rectus capitis 
posterior major, rectus capitis posterior minor, obli- 
quus capitis inferior, and obliquus capitis superior. 

The tendon of the rectus capitis posterior major 
arises from the spinous process of the axis; the muscle, 
becoming broader during its ascent, is inserted into 
the lateral part of the inferior nuchal line on the occi- 
put and the surface of bone immediately below this. 
The rectus capitis posterior minor arises by narrow 
tendons from the tubercle on the posterior arch of the 
atlas and, becoming wider as it ascends, is inserted 
into the medial part of the inferior nuchal line’ and 
the surface of the occipital bone between it and the 
foramen magnum. The obliquus capitis inferior, aris- 
ing from the apex of the spinous process of the axis, 
passes lateralward and upward to be inserted into the 
lower and back part of the transverse process of the 
atlas. The obliquus capitis superior continues from 
this insertion and from the upper surface of the trans- 
verse process of the atlas, passing upward and medial- 
ward to be inserted into the occipital bone between 
the superior and inferior nuchal line lateral to the 
semispinalis capitis. 

The semispinalis capitis situated in the upper and 
back part of the neck arises from tendons from the 
tips of the transverse processes of the upper six or 
seven thoracic and seventh cervical vertebrae and from 
the articular processes of the three cervical above this. 
The broad muscle passes upward to be inserted be- 
tween the superior and inferior nuchal lines of the 
occipital bone. The medial part is often more or less 
distinct and is frequently known as the spinalis capitis. 
The splenius capitis arises from the lower half of the 
ligamentum nuchae, from the spinous process of the 
seventh cervical vertebra, and from the spinous proc- 
esses of the upper three or four thoracic vertebrae and 
passes upward and lateralward to be inserted under 
cover of the sternocleidomastoid into the rough surface 
on the occipital bone just below the lateral third of the 
superior nuchal line into the mastoid process of the 
temporal bone. 

The lateral cervical group consists of the sterno- 
cleidomastoid and trapezius which are two of the 
largest muscles in this consideration and must never 
be overlooked in lymphatic drainage of the area. 

The sternocleidomastoideus arises from two heads, 
a sternal and a clavicular. These ascend almost verti- 
cally, quickly becoming a thick rounded muscle which 
is inserted into the lateral surface of the mastoid 
process from its apex to its superior border and into 
the lateral half of the superior nuchal line of the occi- 
pital bone. The trapezius arises from the external 
occipital protuberance, the medial third of the superior 
nuchal line, the ligamentum nuchae, the spinous proc- 
esses of the seventh cervical and of all of the thoracic 
vertebrae, and the corresponding portion of the supra- 
spinous ligaments. The superior fibers proceed down- 
ward and lateralward to be inserted into the posterior 
border of the lateral third of the clavicle. The middle 
fibers continue horizontally to be inserted into the 
medial margin of the acromion and into the superior 
lip of the posterior border of the spine of the scapula. 
he inferior fibers pass upward and lateralward, con- 
verge near the scapula, and end in an aponeurosis 
which glides over the smooth triangular surface on 
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the medial end of the spine to be inserted into a 
tubercle at the apex of this triangular surface. 

At this point those who have followed the work 
being done upon the shoulder by Angus G. Cathie’ 
may envision the possible effect of a shoulder difficulty 
upon the cranial base. 

This completes the description of the muscles 
most commonly considered which attach to the base 
of the skull and to its visceral part. Each group may 
in turn or collectively have effect upon the cranio- 
vertebral junction. 


FASCIA OF THE CERVICAL AREA 


The superficial fascia of the cervical area has 
imbedded in its layers the platysma muscle which 
arises from the fascia covering the upper part of the 
pectoralis major and deltoideus. Its fibers cross the 
clavicle and ascend obliquely and medialward along 
the side of the neck. The superior fibers interlace 
with those of the opposite side; the posterior fibers 
cross the mandible, some being inserted in the bone 
below the oblique line and others into the skin and 
subcutaneous tissue of the lower part of the face. 

It seems that only in recent years has much 
attention been given to the fascia and yet in the last 
century Dr. Still wrote “the fascia is the place to look 
for the cause of disease and the place to begin the 
action of remedies in all diseases.* . . . In every view 
we take of the fascia a wonder appears. The part the 
fascia takes in life and death gives us one of the 
greatest problems to solve. It surrounds each muscle, 
vein, nerve and all organs of the body. It has a net- 
work of nerves, cells, and tubes running to and from 
it; it is crossed and no doubt filled with millions of 
nerve-centers and fibers which carry on the work of 
secreting and excreting fluids vital and destructive. By 
its action we live and by its failure we die."® . . . this 
connecting substance must be free at all parts to receive 
and discharge all fluids, and to appropriate and use 
them in sustaining animal life, and eject all impurities, 
that health may not be impaired by dead and poisonous 
fluids. A knowledge of the universal extent of the 
fascia is imperative, and is one of the greatest aids 
to the person who seeks the causes of disease. The 
fascia and its nerves demand his attention, and on 
his knowledge of them much of his success depends." 
. .. When you deal with the fascia you are doing busi- 
ness with the branch offices of the brain, under a 
general corporation law, and why not treat these 
branch offices with the same degree of respect? .. . 
Why should not you relax, contract, stimulate, and 
clean the whole system of all diseases by that willing 
and sufficient power you possess to renovate all parts 
of the system from deadly compounds that are gener- 
ated on account of delay and stagnation of fluids while 
in the fascia? Our science is young but the laws that 
govern life are as old as the hours of all ages.™* . . . As 
life finds its general nutrient law in the fascia and 
its nerves, we must connect them to the great source 
of supply by a cord running the length of the spine, by 
which all nerves are connected with the brain. The 
cord throws out millions of nerves to all organs and 
parts that are supplied with elements of motion and 
sensation. All these nerves go to and terminate in 
that great system, the fascia.”"* 

The investing layer of the deep cervical fascia 
surrounds or ensheaths the sternocleidomastoideus and 
the trapezius as well as the salivary glands. The deep 
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cervical fascia in its ramifications has many divisions 
and subdivisions. Within these are two specializations, 
the prevertebral fascia upon the anterior surface of the 
vertebral column and the pretrachial fascia which, 
continuing laterally, form between them, a tubular 
investment about the carotid artery, internal jugular 
vein, and vagus nerve. This is known as the carotid 
sheath. Through a fair part of its lateral extent this 
carotid sheath is in connection with the investing 
fascia about the sternocleidomastoideus. Superiorly it 
is attached to the skull about the area through which 
its sheath is adherent to the sternum and first rib and 
finally becomes continuous with the fibrous _peri- 
cardium. 


INTRACRANIAL STRUCTURES 


Having considered most of the structures attach- 
ing to the external aspect of the base of the skull let 
attention be directed to those structures above the base 
of the skull or within the craniovertebral cavities. The 
intracranial dura consists of two layers; the inner 
layer presents four important reduplications, the falx 
cerebri and the falx cerebelli in the median plane 
attaching respectively from below, upward and for- 
ward to the internal occipital crest, to each margin of 
the sagittal sulcus, to the crest of the frontal bone, and 
to the crista galli of the ethmoid. The tentorium cere- 
belli in the transverse plane attaches to the bones on 
the inner aspect of the cranium where those laid in 
cartilage give way to those laid in membrane. Its 
posterior attachment is to the ridges on either side of 
the transverse groove of the occipital bone, and con- 
tinuing laterally and anteriorly each layer of the ten- 
torium is attached respectively to the mastoid portion 
of the temporal bone and to the mastoid angle of the 
parietal. Throughout this posterior attachment, on 
either side, is housed the transverse sinus. Anteriorly 
the tentorium is attached to the superior border of the 
petrous portions of the temporal bones here housing 
the superior petrosal sinus. The free border forms 
a pointed arc. The fibers from the free and attached 
borders cross to attach respectively to the anterior and 
posterior clinoid processes. The oculomotor triangle 
thus formed is of great importance in the cranial man- 
agement of pituitary disturbances; for that matter, it 
is an important hub through which forces are directed 
during much osteopathic cranial treatment. 

The diaphragma sellae is the fourth reduplication 
and covers the sella turcica leaving a very wide central 
opening for the passage of the infundibulum. Its bony 
attachments are to the clinoid processes and its upper 
layer continues anteriorly, posteriorly, and laterally 
with the contiguous portions of the dura while its inner 
layer continues with that lining the sella turcica. 

Some of the reinforcements throughout these 
dural membranes are of extreme importance in osteo- 
pathic manipulative technic. The suspensory fibers of 
the petrous portion of the temporal bones being formed 
by some fibers from each of four different groups— 
the lateral group of the cerebellar tripod, the horizontal 
fibers of the tentorium, the vertical fibers of the 
tentorium, and the squamosal group—are important 
in the management of the temporal bones with their 
very general control of the entire system. The vertical 
fibers of the tentorium continuing into the posterior 
vertical fibers of the falx, the anterior vertical fibers 
of the falx together with the inferior horizontal and 
superior horizontal fibers of the falx cerebri, and ‘the 
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horizontal fibers in the falx cerebelli which end in the 
cerebellar tripod with the ramifications of its lateral 
groups of fibers while its middle group of fibers con- 
tinues into the posterior spinal group—all are impor- 
tant in the equilibration of the entire median plane. 
The three groups of circular fibers as well as the 
sphenoidal and squamosal groups must also be taken 
carefully into consideration during osteopathic manipu- 
lation. The two layers of the intracranial dura fuse 
at the foramen magnum, at which area there is very 
firm attachment. This firm attachment of the dura 
within the cranium also exists at the prominences such 
as the petrous and sphenoidal ridges. There is very 
strong interdigitation of these fibers of the dural mem- 
branes with those of the ligaments on the internal 
aspect of the upper part of the vertebral canal and 
the foramen magnum. 

The spinal dural membrane consisting of a single 
strong layer is firmly attached to the foramen magnum 
and to the upper three cervical vertebrae and loosely 
attached from there to the second sacral segment. Dural 
reduplications accompany each pair of spinal nerves 
and fuse with the periostium of the intervertebral 
foramina and with the neural sheath. It is many years 
since Perrin T. Wilson'® demonstrated the clinical sig- 
nificance of any segmental fixation affecting the stresses 
throughout the dural membranes of the craniosacral 
mechanism. 

The anatomicophysiologic understanding so clearly 
given by Angus G. Cathie with his animated characters 
in technicolor and Dr. Still’s admonition to “know the 
neck with all its responsibilities . . . begin at the head 
and start at the first bone of the neck and don’t guess, 
but know that it fits to the skull properly above’ 
inspire further study of this area. 

The fact that difficulty exists in this area because 
of malalignment of its structures is accepted in all 
branches of the healing arts. In a recent article,’* on 
subluxation of the atlantoaxial joint, there are some 
excellent illustrations and x-rays and reports of cases 
in children, including symptoms and the very drastic 
treatment given. Children were put in traction for 
anywhere up to 12 weeks and then casts or leather 
collars were placed on the cervical area. In one case 
it was reported that during traction there was an 
audible “pop,” following which all symptoms subsided. 
The child still had the cast applied to its neck. 

For quite some time endeavors were made to 
ascertain the nature and purpose of surgery occa- 
sionally performed upon the necks of cerebral palsied 
children. The following is an excerpt from a collec- 
tion of reports previously made upon a case recently 
examined, 

The first x-ray examination showed anterior subluxation 
of the atlas to a mild degree, and the second x-ray studies, 
using airmylography to define the cord position, showed clearly 
that there was constriction of the cervical canal at the level 
of the ring of the atlas and actual forward protrusion of the 
body of the atlas into the posterior pharynx. This should be 
palpable from the back of the throat. The x-ray air shadow 
gives obvious deformities and corresponds with the anterior 
subluxation. 

A lesion situation at this point would catch the fibers to 
all four extremities giving spastic quadraplegic type of mani- 
festations as well as the nerve and bulb areas devoted to the 
tongue, swallowing, and coordination required in speech. 

Consideration of the release of the construction should 
be given to the problem, but no assurance can be offered that 
improvement in symptoms will necessarily follow. It has been 
observed, however, that no improvement in symptoms follows 
the continuation of the defect, and, in fact, as time goes on the 
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spastic paralysis grows worse. The odds are highly in favor 
of some degree of improvement. I would not hesitate to recom- 
mend the procedure in view of the air mylography. 


It took 2 years of very earnest seeking to under- 
stand how in newborn infants with cephalic presenta- 
tion the head was displaced upon the atlas. I finally 
perceived that this occurred when the neck was dragged 
from the already delivered head during the rotation of 
the shoulders prior to their delivery. It is so simple 
for those who understand the structures involved and 
their clinical significance to correct the condition shortly 
after its occurrence. ; 


Any malalignment of the occiput upon the atlas 
will result in tensities of varying degrees throughout 
the dural membranes within the craniovertebral cavity 
causing various stresses and strains throughout their 
planes of reinforcements. Also this malalignment will 
result in gradually increasing congestion of the fascia 
and tensities or change of muscle tone of those struc- 
tures beneath the cranial base. Many of the disturbing 
manifestations are of gradual onset, possibly extremely 
gradual, as the tensities within and without the cranium 
gradually increase as the abnormal fixation remains 
uncorrected. Let us consider a specific instance of a 
blow on the back of the head that may drive the occiput 
anteriorly and upward on the opposite side of the atlas. 
Because of the type of this particular articulation the 
ipsilateral side of the occiput would be posterior and 
caudad within its receiving facet, and together the 
condylar facets would be crowded into and wedged 
between those of the atlas. Probably such a blow 
would also wedge the occiput. between the mastoid 
portions of the temporal bones, more so on the side 
receiving the blow. Therefore, the temporal bone of 
that side would be forced into internal rotation, a 
position which must naturally follow the particular 
articulations between the occiput and temporal. The 
dural membranes, therefore, on the side of these 
crowded fixations would become considerably more 
tense, the tensity increasing with the length or per- 
sistence of these lesions. 

Because of alteration in the planes of the petrous 
portions the temporomandibular articulations would be- 
come asymmetrical, out of line or on different planes, 
and the mandible, being moved continually during 
speech and chewing, would carry abnormal forces 
against the base of the skull through those structures 
already described. To continue the picture, the cervical 
curve would be increased, and very probably a lateral 
curve would be produced. Gradually there would be 
anterior decline of the plane through the shoulder 
girdle, and also a decline laterally depending upon the 
degree of lateral spinal curvature. Thus would be 
well started a long chain of mischievous occurrences. 
Through the dural membranes, with the change in the 
base of the skull, there will result a change in the 
lumbosacral junction and inclination of this particular 
area and also of the pelvic girdle. 


MANIPULATIVE PROCEDURES 


In consideration of manipulative procedure, first 
the clavicle must be freed in order to relieve the fascial 
strains that interfere with the emptying of the lym- 
phatic channels into the large veins at the base of the 
neck. If there should anywhere be a congestion of 
‘luids being returned from the abdomen and the chest, 
‘here would naturally be damming of the fluids drain- 
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ing from the head and neck. Then with the head and 
neck of the patient cradled in the hands, the are of 
the posterior cranial buttress should be increased and 
its plane gradually changed so that the desired tensity 
and angulation of the tentorium may be achieved. The 
condylar parts and the cerebellar tripod should be 
balanced, thus furthering the control of the median 
plane. The petrous portions are usually balanced and 
controlled most easily with the proximal phalanx of the 
index finger. Through the petrous portions it is 
possible to affect most of the groups of stress fibers 
throughout the cranial dural membranes. The head 
should be flexed upon the atlas and the posterior arch 
of the atlas flattened, thus increasing the posterior 
divergence of the superior facets of the atlas. With 
two fingers on the side of the neck posterior to the’ 
sternocleidomastoideus, relaxation of the cervical mus- 
cles may be sensed. When this state has been achieved, 
slight extension of the head should be gradually pro- 
duced and traction increased very, very slowly, while 
keeping in mind that the cervical column does not alter 
the curve equally about a mid point, but rather the 
wave which will alter the curve starts at the cephalward 
end of the column and descends or vice versa. 

During manipulation, one must think carefully of 
the sensations carried through one’s fingers. All fingers 
and all parts of the hand, including the thenar and 
hypothenar eminences and the metacarpophalalangeal 
joints, should be in use. Before completing this phase 
it may have been necessary to correct certain segmental 
lesions which were locking the mechanism of primary 
concern, and preventing the desired results. As the 
traction and forces throughout the mechanism are 
gradually increased and general relaxation of the pa- 
tient is observed, the shoulders and hips are seen to 
relax, the legs and feet will most often assume posi- 
tions not consciously arranged by the patient, and 
change in the respiratory cycle is very noticeable. Re- 
lease of this traction and the various tensities produced 
must be gradual as was the application by which they 
were produced. 

During the time when the patient is being allowed 
to make proper adjustments to the treatment just 
given, the physician should pay attention to the drain- 
age of lymphatics above and below the zygomatic arch, 
behind and under the mandible, in the lateral and 
anterior cervical muscles, and in the pectoral areas. It 
is well if the patient has been extremely tense to con- 
sider the lymphatics in the popliteal spaces and the 
groins and then lift the diaphragm gently. This all 
takes but a few minutes, but carefully establishing free 
circulation of the fluids throughout what Baldwin"® so 
aptly describes as the fluid matrix of the body can 
most certainly maintain the corrections of the osteo- 
pathic bony lesions which, according to Still,"® should 
not be made more than twice a week. He gave careful 
explanation as to why more frequent bony correction 
is harmful to the patient. 

It seems to take a great many years to understand 
properly that the most specific treatment often involves 
attention to areas most distant from that of the specific 
complaint. For the welfare of any patient, it is well 
to remember Dr. Still’s?® admonition that after any 
bony correction, it should be ascertained that each 
muscle is in proper alignment, that all fascia will be 
properly drained, and that the entire structure is as 
nearly normal as it is possible to make it. 
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This paper is concerned with the complex subject 
of parenteral fluid therapy, with the improvements it 
has experienced in the past 25 years, and how it has 
influenced the progress of surgery in general. Many 
will recall the days of (1) preoperative purgation, 
(2) open drop ether, (3) perhaps proctoclysis or no 
fluids at all following surgery, and (4) infrequent 
transfusions and no plasma. Since that day when 
some of the mortalities were forbiddingly high, the 
amount of study and research on parenteral fluid 
therapy has been enormous, and there have been 
volumes written concerning the subject. From this 
voluminous literature we have all profited greatly, 
and in turn have been able to accomplish far more 
radical surgical procedures, yet keep the mortality 
rate at a favorable level. For this research, we are 
indeed grateful. 

Let us now consider the developments of the 
past few years. There will be no attempt to present 
a complete dissertation on the complex chemistries 
of body fluids and the electrolytic exchange of the 
ionic components of these fluids from the intracellular 
spaces to the extracellular spaces and vice versa. The 
chemistries of fluids can be obtained from any of the 
standard texts covering the subject and I highly recom- 
mend to you the small monograph “Fluid Balance.’ 

Everyone engaged in the practice of surgery 
should certainly be well informed on the circulation 
of the body fluids, including the electrolytic compon- 
ents and the desirability of supplemental fluids follow- 
ing surgery. The principal problem is to determine 
how much fluid is to be given, how often, at what 
rate of speed, and what kind of fluids are most useful 
in a given case. I think you will all agree that in some 
instances these fluids are given without proper and 
adequate patient evaluation. This is particularly true 
of the so-called normal saline, which, Cannon? says, is 
not normal but abnormal saline and that the desired 
strength is 0.4 per cent instead of the 0.9 per cent 
commonly called physiologic saline solution. 

In this paper two subjects will be discussed: 
(1) the copper sulfate method of determining blood 
and plasma specific gravity and its clinical application* 
and (2) the potassium ion, its place in parenteral fluid 


*Presented at the meeting of the American College of Osteopathic 
Surgeons, Columbus, Ohio, October 26-30, 1952. 


Newer Aspects of Parenteral Fluid Therapy in Surgery* 
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therapy, and a review of the newer preparations 
available.* 
COPPER SULFATE METHOD 

Many times when the physician is called upon to 
order parenteral fluid therapy, there is some question 
in his mind concerning the proper amount of fluid 
and, more particularly, what type of fluid—aqueous 
intravenous solution, plasma, or whole blood? I feel 
that the clinical application of the copper sulfate 
method is of definite value in determining the answer. 
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There are many osteopathic physicians who work 
in small institutions that do not have elaborate lab- 
oratories and highly skilled laboratory technicians. 
To such physicians this technic is offered because I 
know its simplicity and, at the same time, its clinical 
value. 

I do not recommend this method to the exclusion 
of other standard accepted laboratory procedures, but 
I do sincerely feel that it is a worthy addition to one’s 
armamentarium; the rapidity with which it can be 
carried out and its simplicity makes it a very worth- 
while procedure. 

The original work . the copper sulfate technic 
was done by the U. Navy research unit at the 
hospital of the Rocketeer Institute for Medical 
Research. This procedure can be carried out in the 
ordinary laboratory by any technician who will con- 
cern himself with meticulous detail and exercise con- 
scientious efforts. I have found the technic to be 
especially applicable in screening patients on admission 
to the hospital either for elective surgical procedures 
or following trauma with or without hemorrhage. By 
its use, within 5 minutes after the patient is first 
seen, the attending physician is able to know the 
(1) blood specific gravity, (2) hemoglobin, (3) hema- 
tocrit index, and (4) the plasma proteins. (Fig. 1). 
With these values immediately available, intelligent 
selective treatment can be ordered. 

Briefly the technic is as follows: A copper sulfate 
solution with a specific gravity of 1.100 is used as a 
standard from which dilutions are made up in the 
usual 4 ounce clear glass medicine bottles with spe- 
cific gravity variations ranging from 1.040 to 1.075. 
These bottles are arranged serially on a convenient 
shelf. The first test is made on one of the specific 
gravities in the middle of the range. One drop of 
serum, plasma, or whole blood is delivered from a 
height of about 1 cm. above the solution from a 
medicine dropper or a capillary or syringe needle. 
If the specific gravity of the serum, plasma, or blood 
is isotonic with the copper sulfate solution selected, 
the droplet will remain in the solution for several 
seconds (Fig. 2). This observation is the critical 
period, and it may be necessary to test several solu- 


Fig. 2 


Reproduced from The Jour- 
nal of Biological Chemistry 
183 :315, March 1950, by per- 


mission of the publisher. 
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tions of varying specific gravities before the proper 
one is selected. The essential thing is that the droplet 
remain suspended in the copper sulfate solution much 
like the bubble in a carpenter’s spirit level. If the 
droplet of blood is lighter than the selected solution, 
it will remain suspended on the surface of the solution ; 
and if the droplet of blood is heavier, it will plummet 
to the bottom of the solution. Copper sulfate solution 
was selected for this procedure because it is non- 
volatile, chemically stable, and the effect of changes 
in temperature on its specific gravity is negligible. 

The use of this technic of specific gravity determi- 
nation is particularly valuable in those cases where 
there are clinical signs of shock and also in those 
where there has been an unknown amount of hemor- 
rhage. If the shock is primarily due to trauma there 
is, of course, a fluid shift from the vascular tree 
into the tissue spaces, and the whole blood specific 
gravity will increase. On the contrary, following 
hemorrhage of major proportions, nature will make 
every possible effort to keep sufficient fluid in the 
vascular tree thereby resulting in a relative dilution 
of the blood and a subsequent decrease in specific 
gravity. The use of this technic for determination 
of blood, serum, and plasma specific gravity, together 
with clinical observation of the patient, daily record- 
ing of the urinary output volume and urinary specific 
gravity, will provide an excellent basis for determining 
the parenteral fluid requirements of the patient. At 
this point, I would like to call to your attention the 
value of daily urinary output determination and urine 
specific gravity determinations. My personal observa- 
tion is that not enough attention is paid to the fluid 
balance in the preoperative and postoperative care of 
a patient; in reality the knowledge of the kidney 
function is more important than knowing the tempera- 
ture, pulse rate, respiration, and other clinical data. 
It is recommended that a separate sheet be set up 
on the patient’s chart and that the attending nurses 
be instructed to measure and record the urine at each 
micturition and, at the same time, to determine the 
specific gravity and make it a matter of record. By 
following this simple procedure, the doctor will be 
much better informed about the patient’s general 
condition. 

In the average convalescent surgical patient these 
findings will pretty much follow a normal pattern, but 
in the badly burned patient or in those patients who 
have had severe extensive major surgery or extensive 
traumatic lesions accompanied by severe blood losses, 
the determination of blood and plasma specific gravities 
may well be of extreme clinical importance. 

At the meeting of the American College of Osteo- 
pathic Surgeons in Washington in 1951, Don E. 
Ranney® discussed urinary specific gravity and its 
relation to prognosis in gallbladder surgery. He noted 
in a statistical study that in any group selected, gall- 
bladder surgeries carried the highest mortalities. Care- 
ful inspection of the records in the fatal cases revealed 
that terminal developments were similar; in 3 to 5 
days following surgery anuria, acidosis, and elevated 
temperature developed. Checking back on the labora- 
tory studies it was found that in all fatal cases the 
preoperative urinary specific gravity was 1.010 or less. 
The remainder of the laboratory findings was essen- 
tially negative. 

After these findings were made, the patients were 
required to undergo evaluation of the renal system 
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a. Normal potassium: 3.8 to 6.0 mEq. 


b. Hyperpotassemia: 6 to 8 mEq. x 
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Normal electrocardiogram 


Tall peaked T waves, narrow base 


“PE PrOLONCED 


c. Hyperpotassemia: 8 to 9 mEq. 


d. Hyperpotassemia: 9 to 10 mEq. 


e. Hyperpotassemia: 10 to 12 mEq. 


f. Hypopotassemia: 2.5 to 3 mEq. 


2 


g. Hypopotassemia: 1.8 to 2.4 mEq. 


. Hypopotassemia: 1.0 to 1.8 mEq. 


ST segment depressed, straight line from 
peak of S to peak of T 


Disappearance of P wave 


Diphasic QRST, death 


Decreased voltage, low wide T waves, 
prolonged QT, electrical systole long. 


Premature beats, ST depressed, T wave 
inverted, U wave present. 


Complete A-V block 


Fig. 3 Diagrammatic electrocardiographic tracings in relation to potassemia. 


before gallbladder surgery was done. If urine con- 
centration tests did not reveal normal findings, surgery 
was not performed. Three patients with such find- 
ings came to the surgical service within 6 months. 
All were turned down, left the hospital, and went 
elsewhere. Follow-up information showed that these 
three patients died during hospitalization elsewhere. 
It is of interest that from the time of eliminating this 
type of patient until the study® was made there were 
no mortalities from gallbladder surgery at Art Centre 
Hospital. 

Surgery has been cancelled for many other pa- 
tients presenting an unsatisfactory urinary specific 
gravity, but accurate follow-up statistics are not avail- 
able. These facts make it evident that consultation 
and cooperation from the internist are becoming more 
and more important in the preoperative evaluation 
of surgical patients and serve to emphasize the im- 
portance of preoperative studies of all patients. 


THE POTASSIUM ION 


In recent literature on parenteral fluids, consid- 
eration of the potassium ion becomes more and more 
evident. I am sure many of my patients who have 
not had as smooth a recovery as was anticipated or 
expected have had an unrecognized potassium imbal- 
ance. Until recent years determination of potassium 
want or deficit, with any degree of accuracy, was out 
of the question in the average hospital. Now, three 
methods are available: (1) use of the flame photometer 
for blood postassium determination, (2) the electro- 
cardiograph, and (3) the clinical observation of the 
patient with a definite clinical syndrome. The symp- 
toms and signs of hypopotassemia are as follows :° 

1. Weakness and hypotonia of the skeletal muscle 

2. Dyspnoea with gasping respiration 

3. Cynosis which is actually respiratory but 
which may be partly cardiac 

4. Abdominal distention seemingly caused by 
atonia of the smooth muscles ; 


5. Nausea and vomiting 


6. Cardiac enlargement and the appearance of 
systolic murmurs 

7. Increased pulse pressure with Corrigan pulse 

8. Elevated venous pressure and signs of cardiac 
failure. 

The changes in the electrocardiographic tracings 
in hypopotassemia are as follows: (1) A slightly pro- 
longed QT interval, (2) decreased height and inver- 
sions of the T waves, (3) rounded and prolonged 
T waves, (4) depression of the ST segmental and pos- 
sible inversion of the P waves, and (5) extrasystole: 
and auriculoventricular block. 

Althougth there is a lack of direct correlation’ 
between the absolute chemical values and the changes 
in the electrocardiogram, there is a parallelism between 
the electrocardiographic changes and the clinical state 
of potassium intoxication. Since the concentration of 
other ions influences the toxicity of potassium, it is 
obvious that the serum potassium level itself is not 
necessarily a true index. 

The electrocardiogram records the totality of the 
effects of the ionic environment acting at the surface 
of the heart and the peripheral muscle cells and reflects 
faithfully the reaction of the cardiac muscles. In this 
respect it is more useful than the determination of 
the serum concentration of the individual electrolytes 
and is the single most important guide to the progress 
and therapy of the patient with active potassium 
intoxication. It should be added, however, that the 
electrocardiogram is the more reliable clinical index 
(Fig. 3) and that the measurement of the serum potas- 
sium is not properly a substitute for the electro- 
cardiogram.*® 

Clinical causes of hypopotassemia are: 

1. Large and repeated infusions of glucose solu- 
tion and saline solution 

2. Vomiting 


3. Dehydration 


auricular asystole 
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4. Adrenocortical hyperfunction (Cushing’s syn- 
drome) 


5. The use of ACTH, cortisone, testosterone, and 
insulin® 


6. Muscle injury and trauma incident to surgery 
7. Diarrhea. 


Clinical causes of hyperpotassemia are: 
1. Excessive potassium intake 


2. Oliguria (potassium intoxication is uncommon 
in the absence of oliguria) 


3. Sodium depletion; this condition tends toward 
potassium intoxication because of the existing ionic 
imbalance. The possibility of “sudden, unexplained 
death” in patients with uremia and oliguria is stressed 
by Darrow and Pratt,® and they warn that it is im- 
portant that the recognition and treatment of this 
serious complication of the urinary suppression be a 
matter of common knowledge. 

There are now available several solutions for 
intravenous usage which appear to be far superior 
to the so-called normal saline or normal saline with 
glucose. The latest work in this field has been done 
by Fox and his associates.*° The balanced electrolyte 
solution they used duplicates as nearly as possible 
the electrolytes in normal human plasma except for the 
potassium ion which is twice the normal plasma value. 
The electrolytes used in the solution are sodium, 
chloride, potassium, calcium, and magnesium ions. 
With this balanced electrolyte: solution, glucose and 
additional potassium can be added where clinically 
indicated. The authors reported that the urinary out- 
put was unusually high despite the poor condition of 
many patients and the extensive surgical procedures 
performed. Postoperative salt and water retention did 
not occur. Edema, peripheral or pulmonary, was not 
noted. This balanced electrolyte solution was used 
in uremic patients with low urinary output and did 
not produce signs of potassium intoxication. 

In the presence of impaired kidney function, solu- 
tions containing potassium should be used cautiously. 
The comparative safety of balanced electrolyte solu- 
tion is attested by numerous clinical trials in patients 
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with renal insufficiencies, oliguria, and uremia. This 
solution will be available commercially as Polysal 
(Cutter Laboratories). 


Another important development in the field of 
parenteral therapy has been the stabilization of normal 
human albumin in a concentrated form which can 
be stored without refrigeration. Extensive studies on 
the circulatory dynamics in shock patients receiving 
albumin show that improvement is associated with 
an increase in cardiac output, greater than that pro- 
duced by the use of whole blood.*® Other clinical 
studies showed significant plasma volume increase. In 
treatment of shock, the action of albumin is fast and 
it pulls approximately three and one half times its vol- 
ume into the circulatory system within 3 minutes; it 
is five times more potent than parenteral piasma. 
Intravenous albumin is particularly effective in the 
treatment of hypoproteinic edema and to relieve symp- 
toms of hypoproteinemia such as are associated with 
obstruction of the intestine following intestinal surgery, 
pulmonary congestion, or circulatory inadequacy with 
oliguria. Virus hepatitis does not follow the use of 
intravenous normal serum albumin. Imbalances in the 
albumin-globulin ratio may be effectively treated by 
its use.**** 


SUMMARY 
This paper has included: 


1. Presentation of the copper sulfate method of 
determining blood and plasma specific gravity 

2. Review of clinical use of parenteral fluids, 
emphasizing volume control 


3. Discussion of routine urinary output volume 
and specific gravity determination in both the pre- 
operative and postoperative patient evaluation 


4. Review of the present concept of the potas- 
sium ion, its clinical indications, and a new solution 
now available 


5. Presentation of causes of hypopotassemia and 
hyperpotassemia 


6. A discussion of normal human albumin. 


*1143 Buckner Blvd. 
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Succinylcholine Chloride—A New Muscle Relaxant 


A. A. GOLDEN, D.O. 
Wilmington, Del. 


Sufficient time has now elapsed to evaluate the 
use of a new muscle relaxant, succinylcholine chloride,* 
which has recently been introduced into clinical anes- 
thesia. The following is a study of the manner in 
which this agent facilitates methods of clinical anes- 
thesia and is based on information drawn from per- 
sonal experience with 220 patients of varying ages 
and degrees of physical status coming to surgery. 
One hundred and twenty of these patients were studied 
to determine the facilitation of succinylcholine in endo- 
tracheal intubation prior to surgery; the other 100 
were studied to determine the success of succinyl- 
choline in producing muscular relaxation during 
abdominal surgery. Findings from this latter study 
will comprise the subject matter of a future paper. 

Since 1942, when Griffith’ introduced to clinical 
anesthesia the use of curare for the chief purpose of 
producing relaxation of the abdomen during surgery, 
search has gone on for a drug which would have the 
relaxant effects but not the chief drawback of 
d-tubocurarine, namely, prolonged respiratory depres- 
sion when given in clinically effective dosages. With 
the introduction of each new curariform agent it was 
felt that at long last the ideal agent had been discov- 
ered.*** However, clinical experience still found each 


agent wanting in one respect: respiratory depression 
always accompanied a clinically effective dose. 
Succinylcholine was first synthesized by Hunt and 
Taveau® and later by Glick® who showed that it was 
readily hydrolyzed by the esterase of horse serum 


and alkali. Bovet’ first demonstrated its powerful 
neuromuscular blocking activity. In the United States 
it was synthesized by Phillips* and its pharmacology 
studied by Castillo and deBeer.° 

At this point let me review the physiology of 
neuromuscular block with reference to clinical mus- 
cular relaxants. In considering the action of muscle 
relaxants it is essential to have a clear mental visualiza- 
tion of the mechanism of neuromuscular transmission. 


In the case of the large motor nerves, the nerve 
impulse travels at a speed of about 120 meters per 
second. Its passage is associated with a zone of de- 
polarization on the surface of the nerve fiber. The 
properties of the cell membranes of nerve fibers are 
such that an excess of positively charged ions or 
radicals is present on the outer surface of the mem- 
brane while an excess of negatively charged ions or 
radicals exists on the interior surface. The membrane 
is then said to be polarized. In other words, the 
resting phase of the nerve fiber is characterized by 
the existence of a potential difference across the cell 
membrane. As the nerve impulse is propagated, the 
cell membrane becomes transiently more permeable 
and a migration of potassium ions through it from 
within the fiber to the surface results in the abolition 
of the potential difference. In other words, the af- 


*Succinylcholine chloride for clinical evaluation was 
through the courtesy of Donald S. Searle, M.D., Medical Director of 
Burroughs Wellcome & Co., Tuckahoe, N. Y. Allen & Hanburys, Ltd., 
an we England, also sent a supply of their product, Scoline, for 
evaluation. 


supplied 


fected zone becomes depolarized. After a short time— 
the refractory period, during which no impulse can 
be transmitted—oxidative reactions rapidly restore the 
resting potential. 

The termination of the nerve fiber is united inti- 
mately with muscle fibers to form the motor end-plate. 
At the motor end-plate acetylcholine is liberated by 
the nerve impulse and effects depolarization there. 
This depolarization excites the muscle fiber, the excita- 
tion is propagated, and muscle contraction is accom- 
plished. 

The exact mechanism whereby the depolarization 
of the end-plate is effected has not as yet been ascer- 
tained. It may well be that the acetylcholine increases 
permeability in the area of its release and a migration 
of potassium ions, similar to that in nerve fiber, results 
in the depolarization.’® 

In terms of acetylcholine, there are three ways 
in which neuromuscular block may be effected: 

1. The motor end-plate may be made less sensi- 
tive to the depolarizing action of the acetylcholine. 
This type of block is produced by d-tubocurarine and 
Flaxedil, both of which reduce the depolarizing ability 
of acetylcholine by raising the end-plate threshold 
value for acetylcholine. Anticholinesterases, such as 
neostigmine and physostigmine, are excellent. anti- 
dotes to relaxants of this class. They destroy cholin- 
esterases, and the less cholinesterase present, the more 
opportunity has the acetylcholine to concentrate to 
the required threshold. 

2. Too much acetylcholine (or one of its syn- 
thetic equivalents) may be released so that the depol- 
arization spreads beyond the end-plate region and a 
condition of prolonged refraction exists. Succinyl- 
choline chloride and decamethonium exert their block- 
ing action in this way. The anticholinesterases, it 
should be noted, are contraindicated with succinylcho- 
line, as they intensify the block. The less the amount 
of cholinesterase available, the longer it will take to 
hydrolyze the excess depolarizing agent. 

3. Insufficient acetylcholine may be released by 
the nerve endings. No clinical muscle relaxant effect- 
ing neuromuscular block in this way has yet been 
produced. It is, however, interesting to note that it 
is by this method that the toxin of botulism produces 
an irreversible block. 

Although succinylcholine resembles decamethon- 
ium in its mode of action—both stimulate the contrac- 
tion of muscle before depressing it—it differs from 
decamethonium in being destroyed by cholinesterase. 
It is broken down by the pseudocholinesterase of the 
plasma and the true cholinesterase of the cells. 

Since succinylcholine is destroyed by the cholin- . 
esterases of the body, neostigmine and other drugs 
that inhibit cholinesterase prolong the action of succin- 
ylcholine. Therefore, although neostigmine is a useful 
antagonist for d-tubocurarine and Flaxedil, it would 
be worse than useless, and is contraindicated as an 
antagonist for succinylcholine. In this respect Tensilon 
acts in a similar manner. 
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Although succinylcholine chloride appears to spare 
respiration more than decamethonium, d-tubocurarine, 
or Flaxedil, it is still possible to produce respiratory 
arrest with this agent. Because of the short duration 
of its action, however, the only antidote required is 
adequate artificial respiration. 

I have not seen any blocking effect of succinyl- 
choline on the autonomic ganglia. In this respect it 
differs from d-tubocurarine and Flaxedil, both of 
which have ganghonic blocking attributes. 

Since serum cholinesterase is an enzyme of hepatic 
origin, it should follow that in hepatic disease a 
repression of serum cholinesterase activity will occur. 
Therefore, on theoretical grounds, objections might 
be raised to the use of succinylcholine in patients with 
hepatic disease. I have seen no ill effects from its use 
in patients with hepatic disease to date, but this is a 
subject for future study. 

Succinylcholine chloride is applicable in my anes- 
thesia practice (1) to facilitate endotracheal intubation 
and (2) to promote abdominal relaxation during 
surgery. It has also been used in a few cases to 
produce temporary apnea for cholangiography during 
surgery under general anesthesia. 


ENDOTRACHEAL INTUBATION 


An intravenous infusion of 5 per cent dextrose 
in water is started and, regardless of the adult patient’s 
weight (except in the extremes of age), 125 mg. of 
2.5 per cent thiopental sodium are injected into the 
intravenous tubing. With no waiting period, 100 mg. 
of succinylcholine chloride (adult dose) are injected 
with another syringe through the intravenous tubing. 
Oxygen by mask under positive pressure is then ad- 
ministered. Within 30 to 40 seconds adequate relaxa- 
tion of the jaw and neck musculature is noted. The 
laryngoscope is then introduced, and the epiglottis is 
elevated. One then sees a wide-open glottis with the 
cords in extreme lateroduction. Tetracaine, 1 per cent, 
is then sprayed above and below the cords. No haste 
is necessary. The endotracheal tube can be inserted 
with ease, and the anesthesiologist is free to carry 
on with whatever agents he chooses to use. 

The effect of succinylcholine is so short that the 
anesthesiologist must work rapidly to have the patient 
anesthetized in as short a time as is physiologically 
compatible. Apnea, as observed in this series, does 
not last longer than 5 minutes if the dose of 2.5 per 
cent thiopental for induction of anesthesia does not 
exceed 125 mg. It is felt that if a larger dose of 
thiopental is used and prolonged apnea results, the 
rapidly administered thiopental is responsible and not 
the succinylcholine. The various reports'*’® which 
have come to my attention from other clinics regard- 
ing prolonged apnea with succinylcholine have all 
mentioned what seem to me unnecessarily large doses 
of 5 per cent thiopental sodium. One technic utilizes 
a dosage of 10 per cent of the body weight in pounds 
expressed in milliliters of 5 per cent thiopental. On 
that basis, a 160-pound man would be given 16 milli- 
liters of 5 per cent thiopental or 800 mg. Rapid 
injection of a thiopental dose such as this will in 
itself produce and prolong apnea. This observation 
has been well documented in the literature and affirmed 
by personal experience.* 

Time and time again I have shown that a dose 
of 100 mg. of succinylcholine is more productive of 
wide lateroduction of the cords than a dose of 30 to 
50 mg. The larger dose is a prime factor in producing 
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a really atraumatic intubation, and I do not feel that 
such a dose is unphysiologic. The apnea which occurs 
is of short duration, and the anesthesiologist is able 
to perform artificial ventilation for the patient until 
respiratory activity returns. 

For demonstration purposes the cords have been 
deliberately touched with the end of the endotracheal 
tube, and no observable reaction has resulted. No 
cord spasm has occurred. One can say without equivo- 
cation that the conditions present for intubation with 
the technic outlined resemble lower plane II, stage III, 
of ether anesthesia. 

Clinically, no deleterious effects on the heart have 
been noted.'*:'* In the patient with poor physical status, 
especially the cardiac, who tolerates stimulation of the 
laryngeal and tracheal reflexes very poorly, this method 
has proved excellent. Such patients cannot withstand 
too well episodes of laryngospasm with its concomitant 
hypoxia. A rapid atraumatic intubation technic logi- 
cally obviates such episodes. 

ABDOMINAL RELAXATION DURING SURGERY 

Since the effect of a single injection of succinyl- 
choline is of such extremely short duration in com- 
parison with the more commonly used muscle relax- 
ants, continuous infusion is the technic of choice. The 
method used is a modification of the original technic 
described by von Dardel and Thesleff.." They used 
the iodide of succinylcholine in a 0.1 per cent solution. 
I have used the chloride of succinylcholine in a 0.15 
per cent solution. I feel that greater concentration 
reduces the volume of intravenous fluid given during 
surgery. 

The trachea is intubated in accordance with the 
method previously described, and the infusion started 
at once. Light anesthesia is maintained by whatever 
method the anesthesiologist chooses. I have used 
nitrous oxide-oxygen-demerol-thiopental ; ethylene-oxy- 
gen-demerol-thiopental ether-oxygen; and cyclopro- 
pane with the drip technic. The reflexes are depressed, 
relaxation is maximal, and respiration depression 
minimal. It is important to remember, however, that, as 
with other muscle relaxants, respirations should always 
be assisted. 

I see no particular advantage to controlling the 
drip rate at “so many mg. per minute.” I prefer to 
adjust the rate so that spontaneous breathing is just 
visible on the breathing bag, and then I assist the 
respirations. The more potent the anesthetic agent 
used, the less will be the amount of relaxant used. 
In other words, with the use of cyclopropane less 
succinylcholine will be required than if nitrous oxide 
supplemented by thiopental sodium is used. 

A 0.15 per cent solution is made by adding 1,500 
mg. of succinylcholine to one liter of 5 per cent dex- 
trose in water. This is then equivalent to 1.5 mg. 
per milliliter. The solution is kept refrigerated when 
not in use. 

With the use of drip succinylcholine in a light 
plane of anesthesia there seems to be an absence of 
any of the secondary effects on the sympathetic, para- 
sympathetic, or central nervous systems. There is 
immediate recovery of full muscle tone and reflex 
activity at the end of surgery. The blood pressure 
tends to rise above the preanesthetic level ; inadequate 
respiratory assistance has been cited as the cause. 


CHOLANGIOGRAM DURING SURGERY 


Immediately before injection of the contrast media 
for cholangiography, 60 to 80 mg. of succinylcholine 
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is injected rapidly through the intravenous tubing ; 
or, if a continuous drip of succinylcholine is being 
used, the drip rate is increased until apnea occurs. 
Then respiration is controlled by bag pressure. At 
the moment of x-ray exposure, pressure is released. 
Results are excellent, since without chest motion no 
film blurring occurs. 


TABLE I. AGE RANGE* 


10-20 20-30 30-40 40-50 50-60 60-70 70-80 80-90 


No. of 
cases 4 7 
~~ *Average age: 47.9 years. 


3 4 1 


TABLE Il. MINUTES OF APNEA{ 
1 2 % 3 4 


No. of 
cases 


5 2 2 24 «(16 8 40 3 20 


+The patients considered in making the tabulation were given 125 
mg. of 2.5 per cent thiopental sodium and 100 mg. of succinylcholine 
chloride. Four patients were given 500 mg. of 2.5 per cent thiopental 
sodium and 100 mg. of succinylcholine chloride; apnea lasted 10 
minutes in three and 9 minutes in the fourth. In two patients given 
250 mg. of thiopenta! sodium, apnea lasted 6 and 7 minutes. 
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SUMMARY AND CONCLUSIONS 

The general effects and mode of action of succin- 
ylcholine chloride have been discussed. The technic 
and dosages for endotracheal intubation, abdominal 
relaxation during surgery, and peroperative cholan- 
giography have been presented. Succinylcholine chlo- 
ride in competent hands is believed to be a safe and 
effective muscle relaxant. 

If the purpose of endotracheal intubation is to 
faciktate surgery, provide a good airway, and make 
both the surgeon and the anesthesiologist “master of 
the field,” then any technic which accomplishes these 
results is worthy of use. The method of intubation 
which has been presented has been found to satisfy 
the requirements listed above when adequate doses are 
used. Since adequate doses of relaxant drugs always 
depress respiration to the extent that it has to be 
assisted, there seems to be no point in giving a minimal 
dose of such a short-acting relaxant as succinylcholine. 
The paralysis of the respiratory muscles is not to be 
considered a disadvantage in modern anesthetic technic. 
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I first had occasion to trephine the cortex of a 
bone while an orthopedic resident at Los Angeles 
County Osteopathic Hospital. The procedure was an 
internal fixation with a Smith-Petersen nail of a 
transcervical fracture of the femur. A regular quarter- 
inch machinist’s drill with a round tip was used. The 
flukes varied from one half to three quarters of the 
length of the drill, which was only a few inches in 
length. The patient was obese. I was trying to make 
a favorable impression on my senior, but the drill 
point slipped again and again from the rounded part of 
the lateral femur. After I finally got it started, the 
flukes, as well as the chuck, were entangled in tissue. 
I am sure I did not impress my senior, but the incident 
impressed me. 

About 2 years ago I designed and started using a 
drill to overcome these difficulties. It has worked out 


Fig. 1 


A New Drill for Use in Internal Fixation of 


Femoral Fractures 


A. E. MILLER, D.O. 
Los Angeles 


most satisfactorily for me, and perhaps it will prove 
of value to other orthopedic surgeons. 


The bit of the drill can be made out of ordinary 
drill stock by any backyard machinist with a lathe. 
The first one I had made was not chromed or plated 
in any way. It served its purpose well. Rust was 
no more a problem than with the old type drill. One 
day the crossbar in my Neufeld driver fell out while 
I was removing a Neufeld nail and I used the drill 
in place of the bar. In the process the drill was badly 
bent. As it had become almost indispensable, I had 
another made. The shank of the second drill was left 
soft so that it would bend but not break. The tip, 
however, was hardened and the entire bit plated. 


As can be seen by the photograph (Fig. 1) the 
design is simple. The point is the biggest help. When 
the desired spot inferior to the greater trochanter is 
located and the drill point applied to the cortex, it is 
necessary only to tap the drill handle to seat it well. 
The collar will prevent the drill from going too deep, 
although I have never had this occur. A hole large 
enough to admit a guide wire can be drilled in a very 
short time. It is not necessary to drill a cortical hole as 
large as the bit. The length of the shank and its 
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smoothness prevent the drill from becoming enmeshed 
in tissue. The diameter of the shank was kept small 
so that no radical change of the bite on the chuck 
would be necessary when changing to a guide wire. 

The drill eventually found another use, as so many 
orthopedic instruments do. I use it to countersink the 
heads of screws in transfixing oblique fractures of the 
tibia, when the screw head is left on the anteromedian 
aspect of the tibia. 


The Present Status at Dee X-Ray and Isotope 
Therapy in Malignancy* 
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Dimensions.—The over-all length is 6% inches; 
the length from point to collar is 1 inch; the flukes 
are four in number, all milled straight; the diameter 
at the base of the flukes is 9/32 inch; the diameter of 
the collar is 13/32 inch. 

The drill was made for me by Donald Edmonston, 
905 Idylwood Road, Glendale, California. 
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Deep x-ray and isotope therapy in malignancy 
encompasses a vast and active field of clinical applica- 
tion and clinical and physical research; its present 
status is one of continuing advancement. 

Radiation has long been considered a controversial 
subject, and even today, in some quarters, the contro- 
versy continues unabated as to whether we should 
operate or irradiate. In the face of many sources of 
reliable statistics, there are those who still remain 
adamant in their opinion on one side or the other. | 
mention this because whenever any attempt is made to 
report progress with a therapeutic modality, statistics 
can be found that are either favorable or unfavorable. 
Without going into minute detail, I shall attempt in this 
paper to report what I consider to be the over-all status 
of x-ray and isotope therapy in malignancy today. 


CANCER OF THE UTERINE CERVIX 


Cancer of the cervix uteri has always been the 
subject of intensive investigation, Gradually, over a 
period of years, the increasing knowledge of the 
physics of radiation and the improvement of technics 
have established radiation therapy as the most effective 
procedure for this type of malignant growth. The 
status of the matter is not settled or even stationary, 
however, since improvement in surgical technic has 
influenced sound clinicians to readopt the operative 
approach to cervical carcinoma.* 

It is my opinion that one of the basic stumbling 
blocks in the compilation of statistics on surgical 
therapy of cervical cancer is the variation in the inter- 
pretation of the clinical stage or the extension of the 
disease. Excellent surgical statistics, as those reported 
by Meigs* on the end result of radical surgery for 
stage I carcinoma of the cervix, represent a rather 
limited field and, for the most part, this clinical stage 
is rather loosely interpreted by surgeons in general. 

What is meant by clinical stage I needs to be 
clarified. Institutions presenting the better statistics 
usually consider that it includes freely movable uteri, 
as determined under anesthesia, with proliferating or 
ulcerating lesions not exceeding 1 cm. in diameter and 
confined to the cervix. This group includes lesions 
exhibiting the earliest microscopic evidence of invasive 
carcinoma, but not preinvasive lesions, which are best 
regarded as a separate group until more is known of 
their behavior. As defined above, stage I is indeed 
localized cancer. When it is considered that, in addi- 
tion, patients are selected for their relative thinness 


*Presented at the annual meeting of the American College of 
Osteopathic Internists, Pasadena, Calif., October 14-18, 1952. 


and freedom from medical complications, it is not 
surprising that surgical statistics are excellent. 


It is generally agreed that the cure rate of such 
early cancers of the cervix treated with radiation 
approaches 80 to 90 per cent. One of the principal 
contentions submitted by the adherents of a surgical 
school in support of their radical approach involves 
the question of unrecognized lymph node involvement 
in cases erroneously classified as stage I or II. They 
reason that cancer cells within lymph nodes become 
radioresistant, which would account for the failures 
in the early cases. From this premise, they reason 
that the patient would have survived if lymphadenec- 
tomy had been performed. This conclusion, I feel, is 
not valid since Morton* found positive nodes in 30 
per cent of a series of carcinoma patients treated by 
the Wertheim procedure but not irradiated, and in 16.3 
per cent of a group receiving preoperative irradiation. 
This demonstrates that lymph node metastases are not 
only responsive to radiation, but may possibly be 
eradicated. 

At this time, the statistics compiled by Schmitz 
and coworkers* and using the classification above 
should be mentioned. The results with irradiation 
represent a 5-year period. In clinical group I, the 
percentage of 5-year survivals was 92.8, in group II 
70.4, in group III 40.5, in group IV 11.5. Statistics 
of this high caliber, of course, represent an excellent 
choice of patient material, thorough supportive general 
medical care, and meticulous utilization of the best 
therapeutic equipment. 

One man who has, in my opinion, done much 
toward successful reactivation of the surgical approach 
to carcinoma of the cervix is Meigs.* He says in one 
of his recent articles: 

There are few reasons for avoiding surgery in the early 
stages, but it is my observation that unless the surgeon has 
acquainted himself with the operation he should rely upon 
irradiation. This is not the time to advocate surgery for all 
who have this disease and it is not my desire to advise surgery 
in any case of cervical cancer. That it has been done with 
excellent results may be indication of a trend, but this trend 
will end in many disasters unless thought and care are put into 
the selection of cases and especially the selection of the opera- 
tor... . For the time being and until a very large series has 
been reported at five years, we must all definitely advocate the 
use of radium and roentgen irradiation as the treatment of 
this disease. 

From the preceding remarks, I believe that it can 
justifiably be said that the status of radiation therapy 
in carcinoma of the cervix is one of slow but continued 
progress. 


CANCER OF THE BREAST 

Next, let us consider the position of x-ray therapy 
in. the handling of carcinoma of the breast. It is being 
used primarily as a postoperative procedure, concen- 
trating on the skin surface of the thoracic wall about 
the region of the incisional scar, along with thorough 
irradiation of the axilla and supraclavicular region. 
Some technics also include the costosternal margins 
in order to encompass the lymphatics of the internal 
mammary chain, directing the beam toward the medi- 
astinum., 

Many institutions have discontinued the use of 
postoperative x-ray therapy on the assumption that 
radical mastectomy with competent axillary dissection 
obviates its use. Other institutions reserve the use of 
postoperative x-ray therapy for cases with metastases 
to axillary lymph nodes proved by microscopy. It is 
interesting to note after a 3-year interval one investi- 
gator’ re-examined axillary lymph nodes pronounced 
negatives for cancer at the time of removal and found 
approximately 30 per cent to be positive. 

Although x-ray therapy in breast carcinoma is 
used today chiefly as a postoperative procedure in the 
treatment of stage III and IV, it would seem to me 
that it is a valuable adjunct in the routine surgical 
handling of breast carcinoma since it cannot be ex- 
pected that average surgery is as efficient as that done 
by the surgeon who does but the one procedure in an 
optimum environment. 


CANCER OF THE OVARY 

Carcinomas of the ovary, the majority of which 
are papillary adenocarcinoma or cystadenocarcinoma, 
are, as an over-all group, not considered to be radio- 
sensitive. 

Complete hysterectomy and bilateral oopherectomy 
constitute the therapeutic procedure of choice. Exten- 
sive deep x-ray therapy after surgery, however, ap- 
pears to increase the 5-year survival rate and is 
indicated in all cases except well-differentiated stage I 
lesions and terminal stage IV cancers. In one series of 
143 cases reported recently, there was a 5-year survival 
rate of 20.3 per cent.® 

CANCER OF THE BLADDER 

Carcinoma of the urinary bladder presents a 
serious challenge to any type of therapy even in ideal 
circumstances. Invariably, when statistics are presented 
that are somewhat favorable, a close check will reveal 
the fact that they dealt with papillary rather than 
infiltrative carcinoma. 

The accepted treatment today, according to uro- 
logic journals, is total cystectomy with ureteral trans- 
plantation. The magnitude of this procedure and the 
resultant discomfort have encouraged further investi- 
gation of radiation procedures in this problem. My 
own experience has been favorable with the use of 
external high voltage x-ray therapy in conjunction 
with fulguration. This experience, however, is limited 
to papillary carcinoma. The infiltrative variety of blad- 
der carcinoma presents a very poor prognosis with 
any type of therapeutic approach. Costolow’ reports 
a 5-year survival rate of 33 per cent of patients with 
papillary carcinoma following deep x-ray therapy ; only 
6 per cent of patients with infiltrating type survived 
5 years. 


CANCER OF THE LARYNX 
Cancer of the larynx is one of the rare malignant 
neoplasms encountered in man and experience in the 
treatment of this condition is, therefore, limited except 
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for that of a few large cancer centers and _ several 
university hospitals renowned for their laryngologic 
work. On investigating the radiologic and surgical 
literature on the subject, there still seems to be a 
great deal of confusion with various forms of termi- 
nology used in classifications of the lesion. This appar- 
ently stems from an attempt to state whether or not 
the classification is surgical or anatomic. 

Radiation therapy in the form of deep x-ray is 
being used successfully in the treatment of carcinoma 
of the larynx today and, in my opinion, the literature 
suggests somewhat of a swing to radiation therapy as 
the potential treatment of choice. 

The following are statistics on radiation treatment 
as submitted by some of the larger institutions. Cheva- 
lier L. Jackson* reported a series of 69 cases treated 
by x-ray with a total of 51 per cent of 5-year survivals. 
Harris, Kramer, and Silverstone,” who reported on 80 
patients suffering from carcinoma of the larynx treated 
with x-ray therapy, listed a 5-year survival rate for 55 
per cent on the basis of an anatomic classification ; the 
5-year survival rate for intrinsic lesions was 73 per 
cent and for extrinsic lesions 40 per cent. Caulk’® 
reported 78 per cent of 5-year survivals in early cases 
of true vocal cord cancer and 33 per cent in advanced 
cases. 

OTHER MALIGNANT DISEASES 

It might be well to mention at this time that radia- 
tion therapy continues to be used in the treatment of 
carcinoma of the tongue. X-ray therapy alone in the 
form of external and intraoral therapy or a combina- 
tion of interstitial radium needles in conjunction with 
x-ray may be used. As we all know, the prognosis in 
these cases is very poor regardless of the therapeutic 
method used and the most recent statistics that | 
encountered listed 24.5 per cent absolute 5-year sur- 
vival for 98 cases. 

X-ray therapy is used, of course, in Hodgkin’s 
disease, lymphatic leukemia, lymphosarcoma, lympho- 
blastoma, carcinoma of the nasopharynx, cutaneous 
carcinomas, et cetera, but I have attempted to discuss 
the use of roentgen therapy in the more prevalent 
neoplasms and situations in which its use is considered 
controversial. 

RADIOACTIVE ISOTOPES 

The use of radioactive isotopes in treatment of 
tumors has come into the forefront during the last 
few years; so far its scope has been rather limited and 
the bulk of the work, of course, has been experimental. 
The degree of success in the application of ionizing 
radiations to cancer is dependent fundamentally upon 
the degree of radiosensitivity of the cells. One can 
hope to succeed only if the cancer has a radiosensitivity 
greater than or closely paralleling that of the normal 
tissues around it. 

Radioautographs of nodular goiters and of carci- 
nomas of the thyroid usually show a very spotty and 
irregular take-up of I'**. The unaffected portion of 
the gland tends to take up the greater percentage of 
I'*** and, because the beta radiation of I" penetrates 
only 1 or 2 mm., a great deal of the tumor tissue is 
not satisfactorily irradiated. If we are to radiate suc- 
cessfully, it is necessary that all parts that should be 
destroyed take up the I'*. Recent progress has in- 
creased the amount of the uptake but it is still irregular 
in distribution. 

Radioactive iodine is used when the thyroid tumor 
is inoperable ; even in cases of metastatic bone disease 
from a primary thyroid carcinoma proven by films 
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and tracer doses, it is desirable, where possible, to 
remove the gland in order to increase the uptake at the 
metastatic sites. More and more reports appearing 
in the literature discuss the control of metastatic thy- 
roid carcinoma by the use of radioactive iodine. 

Radiophosphorus or P** has gained definite recog- 
nition as the treatment of choice in polycythemia and 
the reported results are most encouraging. Essentially, 
the object of treatment of polycythemia is control of 
the excessive hyperplasia of all the marrow elements 
with minimal danger, discomfort, and expense to the 
patient. By control of blood platelet levels, the mor- 
bidity incident to arterial thrombosis is reduced; by 
control of excessive leukocytosis the attendant symp- 
toms of excessive splenomegaly and hepatomegaly are 
relieved; by control of red blood cell levels, freedom 
from symptoms due to sluggish circulation may be 
expected. The use of radiophosphorus was found to 
fulfill the hematologic and clinical requirements com- 
pletely and safely. 
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P** is also being used in the treatment of myelo- 
genous and lymphatic leukemia and in the lymphoma 
tumor groups. It is also injected into the abdominal 
cavity in attempting to control metastatic ovarian 
(lisease. 

Another isotope undergoing vigorous investigation 
is radioactive cobalt or cobalt®. As a radioinactive 
metal, cobalt is obtainable in adequate supply and can 
be fabricated into any form or shape. When it is 
radioactive, its gamma radiation is of higher energy 
than that of radium. In the treatment of malignancy, 
cobalt is being used in methods comparable to those of 
radium or x-ray, that is, as intracavity or interstitial 
radiation or as an external source. 

Many other isotopes are being investigated by 
using them in the treatment of malignancy, either pri- 
mary or metastatic. I have briefly outlined the status 
of a few of those more commonly used. 


2816 Glendale Blvd. 
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For the past several months | have been using a 
new preparation, Phenarsenide,} as an adjunct in the 
management of bronchial asthma. Twenty-five patients 
have been given this medication, with good results in 
twenty (80 per cent). The dose for adults is 1 dram 
and for children, % dram. The following is the sched- 
ule recommended: after meals and on retiring, for 3 to 
5 days until symptomatic improvement is obtained, and 
then two doses daily, after breakfast and on retiring. 
Some patients have been maintained on one dose on 
retiring, or even one dose every second or third day. 

The following will illustrate the use of the drug: 

A female, aged 36, had suffered from status 
asthmaticus periodically for the past 18 years. One 
attack was controlled by intramuscular administration 
of ACTH, but attacks recurred after ACTH was dis- 
continued. The patient stated that after 24 hours of 
Phenarsenide therapy, she was able to do her own 
housework and shopping. She is now being maintained 
on 1 teaspoonful on retiring. She has also noted that 
certain foods which previously caused an asthmatic 


*Paper submitted for publication November 10, 1952. 


+The Phenarsenide used in this series was supplied by A. J. 


Parker Company, 817 N. 42nd St., Philadelphia. It contains arsenous 
iodide equivalent to 18 mg. per fluid ounce, 


seizure can now be tolerated. However, she has been 
advised not to indulge in known allergenic foods. 

Five patients with ragweed pollen asthma, who 
had obtained no relief from antihistaminics, had excel- 
lent results from Phenarsenide. 


CONTRAINDICATIONS 

A woman with multiple drug hypersensitivities in 
addition to bronchial asthma developed nausea, vomit- 
ing, and abdominal pain following the first dose of 
Phenarsenide. The drug was discontinued. One pa- 
tient with pollen asthma complained of severe pain 
around the salivary glands after the first dose; there- 
fore, medication was discontinued. The drug was dis- 
continued when two patients developed acneform 
lesions of the face. 

The following contraindications to the use of 
Phenarsenide should be kept in mind: 

1. Marked hypothyroidism 

2. Exhibition of or a history of arsenic or iodide 
hypersensitivity. Patients who have received intraven- 
ous arsenic or iodide therapy should be watched care- 
fully, since many patients with bronchial asthma have 
atopic constitutions. There have been many reports 
of fixed drug eruptions, exfoliative dermatitis, and 
even death from the use of arsenicals. 


_ It is well to remember that all patients with bron- 
chial asthma must have a complete history, complete 
physical examination, and all necessary laboratory and 
x-ray procedures to rule out organic disease. 


SUMMARY AND CONCLUSIONS 
1. Phenarsenide, an arsenous iodide preparation, 
produced symptomatic improvement in twenty of 
twenty-five cases of bronchial asthma. 
2. It provides another means of terminating an 
attack of intractable bronchospasm. 
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3. Hypersensitivity to arsenic or iodides should 
be watched for carefully. 

4. The use of this medication does not absolve 
the physician from his responsibility of ruling out 
possible organic disease. He must use the established 
measures to search for sensitivities, institute hyposensi- 
tization, and eradicate foci of infection. In addition 
the psychosomatic elements of the disease must be 
taken into consideration. 
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Malignancies of the Colon 
Roentgen Diagnosis and Roentgen Therapy” 


CLYDE C. HENRY, D.O., M.Se., (Ost.) 


INTRODUCTION 


Malignant disease of the colon presents a major 
problem in the present-day practice from the stand- 
point of diagnosis, particularly if diagnosis is to be 
made at a sufficiently early stage to permit adequate 
treatment. There has been much progress in surgical 
treatment of colon malignancies with the advent of 
improved surgical technics and the marvelous advances 
in the fields of anesthesia, antibiotics, and general 
chemotherapy. 


Each year the toll of deaths due to malignant 
tumors of the colon, and the accompanying social and 
economic disruption present a major challenge to all 
physicians, including the general practitioner. It is 
the general practitioner who must recognize these cases 
early and must guide the patients in the right direction 
if early diagnoses are to be obtained. He must be 
aware of the early signs and symptoms of the disease, 
and he must recognize the complicated and sometimes 
repeated examinations essential for early diagnosis. 
He should also know the procedural routine in the 
approach to diagnosis in a suspected case, so that he 
will not cause his patient unnecessary delay in diag- 
nosis and unnecessary expense in arriving at a 
diagnosis. 

Man is heir to many fatal diseases, but perhaps 
none holds forth more promise of eventua! eradication 
from the list of deadly affections than colon malig- 
nancies ; and yet, at present, none seems more discour- 
aging than cancer of the large bowel. Malignant lesions 
of the colon and rectum in their early stages can 
readily be eliminated by surgical extirpation, but in 
most instances they are not recognized until they are 
in an advanced stage. Lay people in general are igno- 
rant of the early manifestations. And unfortunately 
too many physicians display a similar ignorance, or at 
least a disinterest in the early physical and clinical 
findings. Too many physicians regard malignant colon 
tumors only in the light of their late manifestations. 

The need for both the laity and the profession 
to cultivate an awareness for colon cancer in its earliest 
stage is urgent. A suspicious attitude toward even the 
mildest symptoms referable to the large bowel and the 
use of thorough and complete diagnostic procedures 
would be the first step in eradication of the harmful 
effects of this disease. 


*Presented at the annual meeting of the American College of 
Osteopathic Surgeons, Columbus, Ohio, October 29, 1952. 
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The advances in diagnosis of malignant colon 
disease have not kept abreast of surgical therapeutic 
measures. Nevertheless, present diagnostic measures, 
if used in the proper sequence and if carefully per- 
formed, can in most instances insure a satisfactory 
diagnosis. It is regrettable that so many patients are 
subjected to haphazard diagnostic regimes, with such 
poor planning and preparation, that they become too 
costly to the patient and almost useless for accurate 
diagnostic evaluation. It is certainly time that we realize 
that a proper sequence of diagnostic procedures will in 
most cases lead to the proper diagnosis in all cases. 
Unfortunately, we have all seen patients referred for 
specialized procedures in diagnosis who had not had 
even a digital rectal examination, to say nothing of 
proctoscopy or sigmoidoscopy. Furthermore, we have 
all seen patients who have had rectal surgery for non- 
malignant rectal pathology in which rectal bleeding was 
the major clinical finding. This would have been 
excellent, if it were not for the fact that many of 


those patients continue to bleed because of coexistent 


pathology in the colon that was never investigated. 

It is only right to assume that before special diag- 
nostic procedures are instituted, the patient has had a 
painstaking history and a thorough physical examina- 
tion ; which should include a digital examination of the 
rectum. Although rectal examination is so valuable 
and informative, it is nevertheless widely neglected. 

With clinical and physical findings pointing to 
colon pathology, particularly in the early stage, labora- 
tory investigation is in order. This should include a 
complete blood count, blood sedimentation rate, stool 
analysis—particularly for occult blood, and a serologic 
test. It is my opinion that these studies, even though 
not diagnostic, should precede more complicated exami- 
nations. 

_ Proctosigmoidoscopic examination is next in the 
procedure of case study. Although reports vary as 
to the percentage of cases of malignancy which are 
accessible to the sigmoidoscope, it appears that approxi- 
mately 75 per cent of rectal and sigmoid malignancies 
can be demonstrated by this method. If this is true, it 
is folly to omit the procedure. Some physicians recom- 
mend that all physicians should do proctosigmoidos- 
copy, but it would seem that some at least are not 
qualified or even desirous of performing such a study. 
An advantage in early diagnosis might be gained by 
having a well-qualified endoscopist carry out this pro- 
cedure whenever malignancy is suspected. 
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ROENTGENOLOGIC METHODS 

After the above procedures have been completed, 
the point is reached where radiologic methods should 
be employed. Unfortunately, this is not the usual order 
of events. In many cases recommendations for studies 
which should have preceded roentgen examination are 
given by the radiologist after he has completed his 
examination. It would be well if radiologists had the 
courage to refuse the study of patients until they have 
had the necessary preliminary evaluation. It would 
also benefit the patient, both physically and financially. 


Roentgen examination of the colon under the best 
circumstances is not perfect, but it does offer the only 
and best means of colon evaluation beyond the reach 
of the sigmoidoscope. The information gained from 
colon roentgen studies will bear a relationship to the 
care exercised in the preparation of the patient, and 
the care taken in the conduct of the examination. 


Before the examination, the colon must be com- 
pletely emptied of fecal matter. This can best be done 
by the use of cathartics. Castor oil seems to be quite 
satisfactory in doses ranging from 1 to 2 ounces. In 
some cases a cleansing enema about 3 hours before the 
examination is used to supplement the castor oil. The 
survey film, made prior to the colon enema, can be 
used to determine if there is any visible residual fecal 
matter in the bowel. If there is, it is wise to stop the 
examination and reprepare the bowel. The very simple 
matter of adequate preparation is too frequently over- 
looked and radiologists are too prone to render final 
opinion on resulting inadequate studies. 

Another factor that should be mentioned is the 
feeling of the need for speed. Many times speed is 
detrimental to patients and physician, because in the 
speed-up, meticulousness is sacrificed for time with the 
result that examinations are poorly done, studies are 
poorly interpreted, and diagnoses, as a result, are not 
made. It is unwise to save 24 hours for the patient at 
the price of his life. It is also unwise for a physician 
to sacrifice his reputation on the basis of saving time 
for his patient. These things may seem insignificant 
and somewhat irrelevant, but it should be pointed out 
that they are important in the general welfare of the 
patient and in the personal welfare of the physician. It 
would be wise if we all devoted the necessary time for 
each individual case. This alone, would increase the 
accuracy of diagnosis a great deal. 

It is mandatory that the radiologist know all the 
findings in the case, including the results of proctosig- 
moidoscopy, for it is on this basis that the radiologist 
should organize his examination. The first requisite is 
a suitable abdominopelvic survey study. It is well to 
review this film prior to introducing opaque media into 
the bowel. The soft tissue relief and the gas pattern of 
the abdominal viscera are extremely important in plan- 
ning the rest of the examination. Before introducing 
the rectal metal tip, patients are questioned regarding 
their ability to retain an enema. If they can, the rectal 
metal tip is utilized. If they have difficulty, a Bardex- 
Virden rectal tube is utilized; this tube resembles the 
Foley catheter, but is larger. This tube, because of the 
balloon, sacrifices accurate evaluation of the rectal 
ampulla, but this area can be better evaluated by other 
means. 


The colon is filled under fluoroscopic guidance, 
using abdominal palpation behind the head of the 
barium column and rotating the patient to various 
degrees of obliquity so that all flexures and redundant 
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loops are visualized. After complete filling of the 
colon, films are obtained in the various positions, so as 
to demonstrate all portions of the colon clearly and 
without overlap. After the patient is given time to 
evacuate the bowel, evacuation studies are obtained. 
Again patient positioning is such as to record clearly 
any suspicious areas. Immediately afterward, the 
patient is again fluoroscoped and careful palpation 
carried out. During fluoroscopy, while the colon is 
being filled or following evacuation, photofluorograms 
of any suspicious areas are made for subsequent 
study. Compression studies are utilized where indi- 
cated. 

In addition to the above, double contrast studies 
of the colon have proved a marvelous aid in roentgen 
diagnosis, particularly in smaller lesions. They can 
be made following evacuation study, but the radiologist 
may prefer to study the conventional films before 
proceeding with double contrast method. It is unwise 
for the radiologist to depend too much on fluoroscopy, 
particularly with small lesions, since time for evalua- 
tion is very limited. The double contrast enema requires 
as careful preparation as does conventional enema 
examination. 

The complete routine of colon examination must 
be carried out with great care and much attention to 
minute detail. Air must not be introduced into the 
colon during conventional enema study since this may 
simulate a space-occupying lesion and cause much 
confusion in diagnosis. The control of the flow of 
the contrast media must be carefully guided since 
too rapid a flow may obscure lesions and may initiate 
a defecation reflex beyond the limit of voluntary 
control. Enough contrast media, however, must be 
introduced to fill fully and to outline all portions of 
the colon. 

Although recent advances in roentgen diagnosis 
of colon malignancies have not been too outstanding, 
there have been some improvements. Modern equip- 
ment together with photofluorographic units have aided 
in securing films of excellent technical quality. Im- 
proved fluoroscopic screens permit better visualization. 
Opaque media have been improved so that they adhere 
better to the mucosa, thus aiding in detection of early 
lesions, particularly in the evacuation film. 

The addition of tannic acid to the barium enema 
has been recommended because its astringent action 
was believed to improve evacuation films. Objections 
to the addition have been made because tannic acid 
alters mucosa and produces bowel contraction so severe 
that some patients faint during the process of elimina- 
tion. This method appears to be quite controversial 
and not too widely accepted. 

Various types of equipment and methods of intro- 
ducing contrast media into the colon had been reported. 
Some have certain advantages, as is always the case. 
However, the greatest advantage seems to rest on the 
skill of the man using the equipment and on the appli- 
cation of interpretative knowledge to the methods used. 
It is of prime importance that all physicians recognize 
the necessity of painstaking examination and adequate 
interpretation of results. 


With the general status of colon examination 
reviewed and the general procedures of investigation 
outlined, let us proceed to the analysis of various 
colonic lesions. Particular emphasis will be given to 
diagnosis of lesions in an early stage, with special 
attention to incipient malignancies. 


DIAGNOSIS OF COLONIC LESIONS 

The importance of the early diagnosis of colon 
polyps, or perhaps more specifically polypoid disease of 
the colon, cannot be overemphasized. These lesions 
often cause repeated hemorrhage, may produce obstruc- 
tion, and are potentially malignant. It is the major task 
of the roentgenologist to discover these lesions and in 
addition give as much information as possible regard- 
ing the location, size, and type of lesion. Diagnosis 
of polypoid lesion can be very elusive from a roentgen 
standpoint. The first clue is obtained during fluoro- 
scopic observation of the colon filling with the barium- 
water enema. A fleeting concavity may be seen in the 
advancing barium column, or before the bowel is dis- 
tended, a filling defect surrounded by barium may be 
seen. This defect frequently disappears when the 
colon is filled and expanded. At this point, compres- 
sion of the area may cause the lesion to be revisualized. 
Spot and compression films are used to record the 
lesion. If compression crushes the mass, it usually 
means that it was composed of fecal matter. 


Great skill is required for suitable demonstration 
of tumors on pedicles as they can be easily mobilized 
and readily lost. The pedicle and its point of origin 
should be demonstrated if possible, for then a roentgen 
diagnosis can be made. Many cases, however, will 
require repeated examinations and double contrast 
study. At times puckering or dimpling of the bowel 
wall at the site of neoplastic attachment may be 
demonstrated. This is important, because it definitely 
indicates the point of origin whether or not a pedicle 
is present. 

After the roentgenologist has satisfied himself, he 
must have sufficient evidence to demonstrate the lesion 
to the referring physician or surgeon. This necessitates 
films of excellent technical quality, showing the tumor 
size, pedicle, and presence of multiple lesions where 
found. The roentgenologist’s report should not give 
the impression directly or by implication that the lesion 
is surely benign. The surgeon, in turn, must recognize 
that there are limitations to roentgen diagnosis, so that 
he does not fail to search carefully for further bowel 
pathology at the time of surgery. 

Polypoid lesions, at present, must be considered 
potentially malignant or precancerous regardless of 
roentgen findings as to site, size, and general contour 
of the lesion. The roentgenologist and surgeon should 
impress on all postoperative patients that even though 
the polyps removed were benign, there is need for 
repeated follow-up studies, including x-ray. Optimism 
concerning such cases is unwarranted, and can easily 
lead to serious consequences for the patient, and no 
little embarrassment for the physician. 

Ulcerative colitis also appears to bear a relation- 
ship to the development of colon cancer. In this con- 
dition extreme care is necessary in case studies if 
accurate diagnoses are to be made and adequate care 
rendered the patient. Follow-up studies are essential. 

The common roentgen criteria for the diagnosis 
of malignant lesions of the colon can be summarized 
as: (1) obstruction to the flow of the opaque medium 
in spite of adequate manipulation and change of posi- 
tion of the patient, (2) alteration in the head or prow 
of the barium column, especially blunting or hooking, 
(3) any persistent filling defect, and more specifically 
an irregular or bizarre defect, (4) annular narrowing 
or stricture which is persistent and which can be 
proved not to be spasmogenic, (5) loss of mobility or 
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mural flexibility of a portion of the bowel, and (6) 
any loss of or bizarre pattern of the mucosum. 


Large space-occupying pathologies present minor 
difficulty in diagnosis, but the possibility of adequate . 
treatment diminishes with increase in size. Malignant 
tumors are progressive by nature and at some time in 
their course produce only minor visible changes, but 
it is at this time that diagnoses would be most bene- 
ficial. Therefore, in the field of roentgenology, we 
should be concerned with the early or minimal changes. 
It should be our duty to examine carefully the entire 
mucosa of the bowel and minute changes should be 
reported. Finding such changes may not warrant a 
diagnosis, but it certainly warrants further investiga- 
tion and repeated examination. 

Since tumors infiltrate the bowel wall, loss of 
mural flexibility is an early sign which strongly sug- 
gests malignancy, unless some other definite causative 
factor can be proved. Early infiltration is not easily 
demonstrable, but should be searched for diligently. 
Slight alteration in the lumen of any segment of the 
bowel is also suggestive evidence, particularly when it 
is persistent. When this finding coexists with loss of 
mural flexibility it is more than suggestive of malig- 
nancy. It is possible that a lesion of this type may not 
be malignant, but malignancy must be adequately 
eliminated. 

Areas of ulceration are not to be classified as 
benign on the basis of roentgen studies. Small ulcera- 
tive lesions are difficult to demonstrate roentgeno- 
graphically, but should be searched for in all cases. 
Since malignant neoplasms are bizarre by nature and 
extremely unpredictable, one is never safe in classi- 
fying a lesion as benign until irrefutable evidence is 
obtained. 

Large space-occupying colonic malignancies are 
readily demonstrable by roentgen studies and may 
frequently be demonstrated by abdominal palpation. 
Too many cases are seen when obstruction of a me- 
chanical nature is well advanced. In many of these 
cases, roentgen diagnosis will be limited to abdominal 
survey studies in which, by soft tissue relief and gas 
pattern, the site of obstruction will be demonstrated 
prior to surgical intervention to deflate the colon. It 
is this type of case that we hope to see less and less 
in the future. We hope that with care, diligence, and 
education all cases will be seen and recognized in an 
early stage. The roentgenologist, then, must be ade- 
quately informed as to the appearance of the early 
changes in malignancy, but above all, he must recognize 
the radiographic appearance of the colic mucosal relief 
in the healthy state, and its functional appearance 
under the fluoroscopic screen. 

The radiologist owes something more to his surgi- 
cal colleague than just indicating the presence of a 
colic lesion. He must determine whether the lesion is 
single or multiple, peduculate or sessile, and whether 
or not there are definite signs of malignancy. He must 
adequately and precisely (1) locate the pathology 
anatomically, (2) give its extent as demonstrated 
radiographically, and (3) describe fully what changes 
have occurred in regard to bowel fixation, ulceration, 
fistulous formation, and alterations of physiology seen 
roentgenographically or fluoroscopically. Such knowl- 
edge prior to surgery will help the surgeon plan his 
operative procedure and thus avoid complications and 
last minute alterations in technic. 


(Continued on page 439) 


Volume 52 
Number 8 


THE JOURNAL OF THE 
AMERICAN OSTEOPATHIC ASSOCIATION 


Published monthly by the American Osteopathic Association 


Publication Office, 100 S. Kenilworth Ave., Oak Park, Ill. 
Editorial Office, 212 E. Ohio St., Chicago 11, Ill. 
Address all communications to the Chicago Office 


RAYMOND P. KEESECKER, D.O. 
KATHERINE BECKER Assistant Editor 
R. C. McCAUGHAN, D.O. Executive Secretary 
CLAYTON N. CLARK, D.O. B Manager 
ROSE MARY MOSER Treasurer 


EXECUTIVE COMMITTEE 


PRESIDENT DONALD V. HAMPTON, D.O:, Cleveland 

PrestDENT-ELECT ALLAN A. EGGLESTON, D.O., Montreal, Canada 

Past Presipent...F LOYD F. PECKHAM, D.O., Alexandria Bay, N. Y. 

First Vice PresipENtT 
SABELLE MORELOCK, D.O., Honolulu, Hawaii 

CHAIRMAN PROFESSIONAL AFFAIRS. 

JOHN W. MULFORD, D.O., Cincinnati 


Editor 


CHAIRMAN Pusiic AFFAIRS 
DONALD M. DONISTHORPE, D.O., Los Angeles 


Subscription Ten dollars a year in advance 


Vol. 52 April, 1953. ~ No. 8 


THE 1953 DIRECTORY 


The forty-fifth edition of the YEARBOOK AND 
Directory OF OsTEOPATHIC PuysiciANs should now 
be in the hands of the members of the American 
Osteopathic Association. 


At this time a year ago, an editorial study was 


made on the Directory which was presented as one 
of the four official publications of the Association 
whose purpose and policy were discussed at length in 
Tue JournaL. The importance of this publication in 
the professional life of the osteopathic physician 
increases with every succeeding year, proving the 
accuracy of the term applied to it in 1953—“indis- 
pensable,” for indispensable it is to every osteopathic 
physician who looks beyond his own lintel. 

Again, the osteopathic profession reaches a new 
high in Association membership, with 8,320 members, 
70 per cent of the 11,827 doctors of osteopathy. Of 
this total, 3,507 (30 per cent) are nonmembers of the 
profession’s national body. Of those doctors who do 
not belong to their national association, 44 per cent do 
belong to their divisional societies. 

California again leads with the largest number of 
doctors who are members of the American Osteopathic 
Association—1,377. Michigan is second with 922, Mis- 
souri has a total of 774, and Pennsylvania is fourth 
with 744. 

The osteopathic population (irrespective of organi- 
zational membership) by states is led by California 
with a total of 1,976; Missouri is second with 1,120,; 
Pennsylvania third, with 1,081; and Michigan follows 
with 1,062. 

A divisional society census put California again 
in the lead with 1,463 members, Missouri next with 
927, followed by Michigan with 917, and Pennsyl- 
vania with 737. 
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Canada, consistent with the scattered population 
of that great country, has a somewhat scattered mem- 
bership, with the province of Ontario leading in the 
total number. Canadian members of the profession 
are honored in 1953 by having the President-Elect 
of the American Osteopathic Association as one of 
their own. 


England leads in the total membership in foreign 
countries, with Australia second. Other members are 
widely scattered in different lands. Fourteen osteo- 
pathic physicians, six of whom are members, are in 
military service. 

Following the accepted pattern, members of the 
national Association are listed alphabetically and again 
in their geographic location. The osteopathic college 
and year of graduation are recorded and specialty cer- 
tification is noted where indicated. Doctrs of osteopa- 
thy who do not hold membership in the Association 
are listed in a separate section arranged geographically. 
For the greater convenience of members, the college 
and year of graduation of nonmembers are given for 
the first time. Specially colored paper is utilized for 
this section. 

The Directory traditionally and rightfully repro- 
duces the Constitution and Bylaws and the Code of 
Ethics. These are basic documents. They should be 
read carefully by all new members and be periodically 
reviewed by all doctors. Essential information is fur- 
nished about approved osteopathic colleges. All affiliated 
organizations of the American Osteopathic Association 
and its specialty colleges are listed. Attention is called 
to the new page detailing the Advisory Board for 
Osteopathic Specialists and Boards of Specialty Cer- 
tification. 

The officials of state and provincial licensing 
bodies, including osteopathic members of composite 
boards, are fully classified. Osteopathic fraternities, 
sororities, and alumni associations are recorded. The 
1953 Registry of Osteopathic Hospitals is indicative 
of the profession’s nation-wide service to the healing 
arts. This group includes a subclassification of hos- 
pitals approved for training interns and those having 
approved resident training programs. The president 
and secretary of each divisional society can be reached 
through information made available herein. 

The YEARBOOK AND Directory is found indis- 
pensable by many groups other than doctors of oste- 
opathy. It is widely distributed upon request to hospital 
insurance groups, life insurance companies, various 
industries, state licensing and health boards, and such 
federal agencies as the Veterans Administration and 
the Public Health Service. 

As an authentic publication, the Direcrory en- 
hances world-wide acceptance of the osteopathic school 
of medicine. Many nonmembers who never see it are 
served by it. And there is no osteopathic physician 
who does not gain in stature because of the American 
()steopathic Association. 


Directories generally are destined never to be up 
to date. A monthly correction service is available to 
advertisers and divisional secretaries. The August 


= 


issue of THe Forum provides a mid-year revision for 
doctors. 

That the YEARBOOK AND Directory speaks with 
authority is due to a wide cooperative effort upon the 
part of many individuals and officers. Again the high- 
est tribute must be paid to Caroline Wells, Supervisor 
of the Membership Department, and her efficient and 
highly skilled staff. The preparation of a new edition 
of the Direcrroy begins even before the latest edition 
appears in print, constituting a tireless effort rewarded 
only by the high worth of the resulting product. Its 
worth to you is limited only by your capacity to use it. 


ASPECTS OF GENERAL PRACTICE 


In announcing the affiliation of a College of 
General Practitioners in Osteopathic Medicine and 
Surgery with the American Osteopathic Association, 
Tue JourNAL! stated last month that osteopathy as a 
profession embodies the purpose and function of 
medicine generally, and possesses other functions that 
are specific and particular. Both of these professional 
aspects should be examined in any attempted analysis 
of the role of this newest of official organizations. 

During the past 25 years, the period of the rapid 
development of specialties in medicine, little or no 
consideration has been given to a definition of general 
practice or to the responsibilities of a general practi- 
tioner. Amidst the tremendous progress of medicine, 
the general practitioner has been the forgotten man. 
This has been almost as true of the osteopathic physi- 
cian as of his medical colleague. 

The first osteopathic physician was a_ general 
practitioner and there has always been a definable 
number of doctors of osteopathy engaged in general 
practice. It is true that any realistic appraisal of our 
profession reveals a period in which a number of our 
physicians were known as doing a kind of specialized 
practice, which the public characterized by its use of 
the word “osteopath” to describe doctors of osteopathy. 
Although it was never theoretically true, this appela- 
tion bore a limiting connotation to many people, and 
continues to carry it to this day. Certain individual 
osteopathic physicians cut themselves off from a heri- 
tage of unlimited practice, but it was entirely an 
individual action. 

For many years, those osteopathic physicians who 
did a general practice conducted it with as little con- 
cern over their sphere of activity as did the doctors 
of old-school medicine. Then the general physician in 
an age of specialization found himself sheared of 
traditions that had long made “family doctor” a term 
of honor. Within recent years, however, the family 
doctor has again become a recognizable entity. More 
and more physicians are reclaiming their inheritance 
and the younger doctors of both schools of practice 
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have come to appreciate that the richest traditions of 
medicine are to be found in the field of general 
practice. 


Tue JOURNAL indicated last month that an out- 
standing contribution of the report of the President’s 
Commission on the Health Needs of the Nation? was 
its bringing into sharp focus “the general physician.” 
There has also been made available a paraphrasing of 
the reports on general practice made to the President’s 
Commission.* These sources should be carefully studied 
by all individuals and groups having anything to do 
with medical education. This discussion is based largely 
upon these studies. 


The 1950 census revealed that 36.2 per cent of 
the population of the United States live in places 
where general practitioners are largely responsible for 
the diagnosis and treatment of the ills of the people. 
For example, it is estimated that general physicians 
are still responsible for 76 per cent of the obstetric 
care (in many places for more than 90 per cent) and 
for a great deal of the surgical care. Old-school medi- 
cine has more than 12,500 full specialists in internal 
medicine but even with that number it is obvious that 
the general practitioner is responsible for most diag- 
noses and treatment in that basic field. 

Collings and Clark list several categories of gen- 
eral practitioners. One is the family doctor who has 
had hospital training and has then entered community 
practice. He can be expected to care for 80 per cent 
or more of the illnesses with which he is faced. A 
variant in this group is the physician who has had 
additional training in internal medicine, even to the 
point of certification. His field of endeavor is com- 
parable to that of his technically inferior colleague. A 
second category is that of the general practitioner- 
specialist who has developed skills in a particular 
direction—it may be obstetrics and gynecology, anes- 
thesiology, radiology, or surgery. The outstanding 
example of this combination is the general practitioner 
who is also a surgeon. 

In contrast to these individuals of superior skills 
are the many practitioners who have no particular 
training above the average professionally or culturally. 
They constitute the mass of practitioners. 

Just as there are two types of general practi- 
tioners, there are two broad patterns of practice— 
urban and rural. The economic and cultural status 
of the urban doctor’s patients determines largely the 
scope of his practice. In great cities the practitioners 
located in the densely populated working class districts 
usually work alone, often without hospital privileges, 
taking care of their clientele from birth to death. 
Under such conditions good medical care, in the mean- 
ingful sense of that phrase, is quite impossible. How- 
ever, in recent years, obstetrical responsibility is being 
rapidly eliminated by municipal (public) or institu- 
tional (semipublic) assumption of that field. 

The osteopathic physician is rarely found among 


2. Building America’s Health: Findings and recommendations. Vol. 
1. A report to the President by the President’s Commission on the 
Health Needs of the Nation. U. S. Government Printing Office. 


Washington, D. C., 1952 


3. Collings, 
tomorrow. New 


. S., and Clark, D. M.: General practice, tod 1 
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urban general practitioners in poor economic areas. 
The problems of that type of practice, which are con- 
fined largely to spot diagnosis and the most elementary 
treatment, need not concern us in this consideration. 
Knowledge of the problem as one of tremendous social 
import, however, is a responsibility of the nation and 
its citizenry. Its seriousness is best indicated by the 
fact that in New York City alone it is estimated that 
there are 2,500 physicians without any hospital appoint- 
ments. Osteopathy as a school of medicine cannot 
afford to be unaware of any of the problems of public 
welfare, even if they are not the profession’s direct 
responsibility. 

Urban practice among higher income groups de- 
mands a higher degree of diagnostic skills, fair thera- 
peutic acumen, and limited surgical responsibility. In 
the better class urban areas general physicians have a 
more intimate contact with their patients, see them 
more frequently in their homes. They often do their 
own x-ray and laboratory work and handle minor 
surgery, but they are responsible for less obstetrics 
and pediatrics than in earlier decades. The general 
practitioner-specialists in such areas tend to restrict 
their practices to adult internal medicine, making home 
calls only upon strong demand. They largely exclude 
all surgery and limit roentgenology to fluoroscopy and 
chest examinations. Many do electrocardiographic and 
basal metabolic work. 

It is within this pattern of urban practice that 
the osteopathic physician has been most frequently 


NOTES AND COMMENTS 


437 


found in the past, many of them doing a limited type 
of general practice and emphasizing the manipulative 
aspects of therapy. Today the more recent graduates 
in osteopathic medicine located in the same areas will 
be found employing wider diagnostic skills and a 
broader therapeutic approach, falling into the same 
pattern of practice as their medical colleagues. It 
will be within this framework, particularly, that the 
osteopathic physician of tomorrow can especially jus- 
tify his distinctive position in both diagnosis and 
treatment. This class of urban practice is made up of 
many persons in which the disease response has not 
yet resulted in a specific entity. Modern diagnostic 
skills, modern therapeutics interpreted in the light of 
the osteopathic concept, and manipulative skills can 
be combined to constitute an immediately satisfactory 
service and preventive medicine of high quality. Such 
a pattern can constitute one of the most satisfactory 
fields for the osteopathic physician of today and one 
to which he can make special contribution. 


Equal consideration should be given to the aspects 
of general practice in rural areas, especially in relation 
to the services doctors are called upon to render. There 
remains for further discussion the much more difficult 
problem of formulating a definition of general practice. 
No definition can be arbitrarily made—certainly none 
satisfactory to all concerned. Yet the problem should 
be set up in detail so that it can be given careful 
study. This will be done in subsequent issues of 
THE JOURNAL. 


Recent study of the organic derivatives of silica 
SiO, (silicones) suggests important therapeutic, diag- 
nostic, and laboratory uses for these agents. Extensive 
studies made in test animals reveal that the silicone 
fluids are practically inert physiologically, are water 
insoluble, and are non-toxic to body tissues. Silicones 
evoke little reaction when fed to the experimental ani- 
mal in doses as high as 2 per cent, or administered 
intradermally, subcutaneously, or intramuscularly. Pre- 
liminary studies suggest that the silicones hold great 
possibilities in the medical, dental, pharmacologic and 
allied fields. Their quality of inertness should give 
them a high place as vehicles for suspensions of barium 
sulfate and iodine to be used as contrast media. Water 
and oil-base preparations are often either undesirable 
or contraindicated in outlying internal cavities, bronchi, 
fistulous tracts, paranasal sinuses, lacrimal ducts, 
uterus, tubes, and otitic brain abscess. One of the 


most desirable uses of the silicone fluids would be their 
possible replacement of the mineral oils in numerous 
uses where these oils have had adverse effects, espe- 
cially in lungs. Dermatologists may find silicone mate- 
rial an excellent replacement in the various medicaments 
where animal greases, hydrocarbons, and vegetable oils 
are not tolerated or are contraindicated. Other impor- 
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tant uses for silicones of an indirect medical nature 
include lubrication of oxygen apparatus where an oil 
lubricant may precipitate an explosion ; on glass plunger 
of syringes to prevent “freezing” ; and in instrumental 
sterilization to prolong the life and precision of the 
instruments by lubricating the moving parts and joints 
during the process. The silicones in medicine are 
potentially a most important development. 


* 


A recent publication of the American Heart Asso- 
ciation notes that the human heart is designed to work 
24 hours a day for 100 years or more. During 70 
years, an ordinary heart beats more than 2,575,440,000 
times and pumps 102,200,000 gallons of blood at the 
rate of 166 gallons an hour. The heart’s ability to 
pump more blood to maintain the body when it is 
called upon to do so results in its enlargement; by its 
own reparation it can insure its efficiency. This kind 
of physiologic adjustment makes it possible for car- 
diacs to continue to do effective work in jobs that do 
not demand more than they and their hearts can 
meet. The Bureau of Labor Statistics reports a study 
made of 1,840 cardiac workers working side by side 
with 3,055 workers without heart disease; each group 
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in the same job in 50 different industries. The cardiac 
workers as a group produced 2 per cent more than 
the unafflicted workers. A vastly increased knowledge 
of the abnormal physiology of the heart taken in con- 
junction with actual work tests has convinced authori- 
ties that the worker with an unknown or unsuspected 
heart disease is a greater risk to the employer than 
the employee with a known heart disease who is placed 
on a job within his physical capacity. The excellent 
work of the American Heart Association in making 
these facts known both to the public and to physicians 
will save many individuals from an unnecessary and 
enforced invalidism. Many heart patients may readily 
live 20 to 30 years after diagnosis of an organic heart 
affliction; some are living beyond their normal span. 
Safety to the individual and to the industry that em- 
ploys him lies in an actual knowledge of the worker's 
physical condition. A part of the physician’s care of 
the cardiac is to displace fear with knowledge. 


* * 


Paleopathologists report arthritis is the disease 
most often apparent in ancient bones from dinosaur 
skeletons to ancient Egyptians. Chronic arthritis of the 
hip joint has been seen only in man. Poliomyelitis ap- 
parently was present in the ancient Egyptians. Among 
the ailments found in Egyptian mummies are arterio- 
sclerosis, silicosis, pneumonia, kidney stones, sinusitis, 
gallstones, mastoiditis, appendicitis, smallpox, leprosy, 
malaria, and tuberculosis. Malignant tumors of bone 
were rarer in prehistoric man than they are today. 
Paleopathology, the science of diseases which can be 
demonstrated in human and animal remains of ancient 
times, is a relatively recent development of man’s 
knowledge since the first comprehensive book on the 
subject was published in 1923. Radiology made possi- 


ble the greatest technical advance in the field by . 


making the study of skeletons possible without un- 
wrapping mummies. Egypt has been the most fruitful 
source of the remains of deceased mankind. 


More than $350 million is being spent annually 
in maintenance of hospitals for the tuberculosis, medi- 
cal care of patients at home, rehabilitation, aid to 
families, medical research, and pensions for tubercu- 
losis veterans. Compared with the United States, 
however, the world problem of tuberculosis is over- 
whelming. New cases of infection are reported by 
the World Health Organization to run each year into 
scores of millions. It is estimated that 5 million die 
annually of the disease. 


* 


An important study of the necessity for early 
diagnosis and treatment of carcinoma of the cervix 
will be found in the December, 1952, issue of the 
Journal of the International College of Surgeons. The 
author contends and supports with statistics the belief 
that carcinoma in situ occurs in women whose average 
age is 10 years less than those with clinically obvious 
invasive carcinoma of the cervix. When “signs and 
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symptoms” of cancer of the cervix come to the atten- 
tion of the patient, it is often too late. A review of 
3,000 vaginal smears reveals that frequently a perfectly 
normal appearing cervix, when a biopsy is performed, 
shows a clear-cut microscopic picture of malignant 
disease. What is the solution? Examine for carcinoma 
of the cervix every female patient over 20 years of 
age who enters a doctor’s office for any reason what- 
soever. This examination should include a vaginal 
smear, a fullview inspection of the cervix, and a 
Schiller test. Given negative results, there is no need 
to worry for another year. Re-examine in 1 year. Any 
abnormalities require a biopsy and repeated smears 
until a diagnosis is established one way or another. 
“Biopsy, biopsy, and more biopsy—for biopsy is the 
only method available for diagnosing carcinoma at a 
stage when it is almost 100 per cent curable.” 


* 


Newly reported cases of tuberculosis totaled 
118,500 in 1951, according to figures recently released 
by Dr. Leonard A. Scheele, Surgeon General of the 
Public Health Service. The decline in deaths in recent 
years has been much more rapid than the fall in 
the number of new cases. Newly reported cases 
involve more men than women, older than younger 
age groups. This is a changed picture from that of 
past years. 


* 


Harvard Medical School and its affiliated Peter 
Bent Brigham Hospital has received a foundation 
grant for the purpose of perfecting technics that will 
make the transplantation of human organs possible. 
The success which has accompanied corneal trans- 
plants has not yet been achieved in more vital organs, 
as for example, the kidney. The matching of tissues 
to be transplanted must be virtually perfect. So far 
nothing like perfection has been achieved. 


x * 


Accidents arising from the use of explosive gases 
occur in approximately 1 out of every 100,000 general 
anesthesias. Hospital administrators uniformly show 
a lack of interest and information on the necessity and 
importance of mandatory safeguards. Explosions are 
of two general types: Internal, when they occur within 
the closed system of the anesthetic system (which in- 
cludes the patient’s respiratory system), and external, 
when they occur in the immediate vicinity of the opera- 
tion, but not within the anesthesia system. Among a 
series of specific recommendations for prevention of 
explosion hazards these four are paramount: Make the 
operating room’s electrical system conform to the 
National Electrical Code and inspect the system regu- 
larly; exclude as far as possible static-producing 
materials such as wool, rubber, silk, nylon, and plastic; 
use conductive floors or suitable substitutes; use fur- 
niture constructed of metal or other conductive mate- 
rial, employing no paint or lacquer on casters or leg 
tips. See January, 1953, issue of the Journal of Oral 
Surgery for full details. 
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MALIGNANCIES OF THE COLON—HENRY 
(Continued from page 434) 


Because of time limitation the roentgen diagnosis 
of colon malignancies has been presented in a some- 
what general way with no attempt made to differentiate 
various malignant pathologies. We have attempted, 
however, to place emphasis on early diagnosis and on 
the carefulness and extensiveness of roentgen exami- 
nation necessary if early diagnoses are to be obtained. 


RADIATION THERAPY 


The approach to therapy in colon malignancies is 
primarily surgical. If radiation plays any part, it is 
secondary except in those cases where curative opera- 
tion is technically impossible. In those cases,’ radiation 
may be used for palliation. Also in some instances, 
technically inoperable cases have been made operable 
by roentgen therapy. These cases, however, are ex- 
tremely rare and not infrequently palliative surgery 
will offer as much benefit for the patient as roentgen 
therapy. 

Pack and MeNeer,' writing on colon cancer in 
“Clinical Radiation Therapy” said the following : “Car- 
cinomas of the colon, exclusive of the rectum, are 
almost uniformly radioresistant. The percentage of 
anaplastic carcinomas of the colon, grade of malig- 
nancy IV, is relatively small. The carcinomas of the 
left colon are often infiltrative in type and tend to 
encircle the lumen of the bowel; their gross charac- 
teristics and their frequent association with partial 
colonic obstruction militate against successful roentgen 
therapy. Some of the papillary carcinomas which are 
bulky, exophytic, and largely intraluminal, exhibit 
variable degrees of response to irradiation. The proper 
treatment for cancer of the colon is wide surgical 
resection ; the resectability of cancers of the colon is 
extraordinarily high, in the neighborhood of 70 to 80 
per cent, which means that very few residual cases are 
left for an attempt at radiation therapy. In this same 
group of patients, the reasons for non-resectability 
are likewise contraindications for radiation therapy, 
such as diffuse peritoneal carcinosis or diffuse meta- 
static involvement of the liver. It is seldom that a 
localized cancer of the colon cannot be surgically 
removed for technical reasons.” 

Radiation therapy is sometimes a useful adjunct 
to surgery. We have in our files, case records of 
several instances in which a carcinoma of the colon 
was deemed inoperable due to fixity, external fistulous 
formation and other technical difficulties which at the 
time of laporotomy appeared insurmountable. After 
the judicious application of fractioned doses of high 
voltage roentgen rays, sufficient regression occurred 
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to permit a secondary or later resection within six 
weeks to two months after completion of the treat- 
ment. 

In “Therapeutic Radiology” by Holmes and 
Schulz,? the following is stated: “Neoplasms of the 
large bowel have almost invariably been found refrac- 
tory to roentgen therapy. Occasionally, some regres- 
sion of a tumor mass may occur, but at best only 
the most transient palliative effects can be expected, 
and usually the procedure is entirely futile. If in the 
hopeless, inoperable case an attempt at palliation by 
x-ray treatment is decided upon, the total tumor dose 
should rarely exceed 2,000 r. By and large, the radi- 
ologist will best serve the patient with carcinoma of 
the colon by not treating him.” 

Franz Buschke,* writing on the treatment of ma- 
lignant disease of the gastrointestinal tract, states: 
“The adenocarcinomas represent numerically the most 
important group. From the standpoint of therapy, 
there are surgical problems if there is the remotest 
chance of control by radical operation. Radiation 
therapy cannot control an adenocarcinoma of the 
intestinal tract, with the exception of certain papillary 
precancerous rectal lesions. . . . There is a considerable 
variation in the radiovulnerability of adenocarcino- 
mas, which parallels their histologic differentiation. 
Some adenocarcinomas are as responsive to ionizing 
radiation in comparable dose as epidermoid carcinomas, 
and more sensitive than the mucosa in which they 
originate. Yet, in general, the clinical rule that most 
adenocarcinomas belong to the province of the sur- 
geon still holds, for reasons including anatomic access, 
size, and lymphatic extension when recognized, as 
well as technical factors. . . . Their [colonic tumors] 
size and mobility require field sizes and correspond- 
ing volume doses which are not tolerated at the dose 
level necessary for control of tumors in this range 
of radio sensitivity.” 

In summary, it can be said that roentgen therapy 
plays a very minor role in colon malignancies at 
present. It is only a palliative measure at best, and 
even then, its value is subject to much doubt. The 
radiologist will best serve his patient and his profes- 
sional colleagues by making diagnoses early, thereby 
avoiding the need for palliative roentgen therapy. Re- 
cently there have been some reports regarding the use 
of radioactive cobalt in various malignant diseases, 
particularly some deeply seated pathologies. These 
reports indicate rather favorable results, and it may 
be that in the future a combination of ionizing radia- 
tion therapy and surgery will be effective in colon 
malignancies even in rather advanced stages. 


Rocky Mountain Osteopathic Hospital 
4701 E. Ninth Ave. 
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The deaf child is a special child. Because he lacks 
the most important sense necessary for acquiring lan- 
guage, he is physically not normal. To become a useful, 
self-reliant, and independent individual, he requires 
special treatment, education, and training. 


UNDERSTANDING THE CHILD'S HANDICAP 


Before a phyisican can prescribe medication or a 
cure for a disease he must first diagnose and under- 
stand the nature of the ailment. This is also true 
when prescribing for the rehabilitation of the deaf 
child. Before anything can be done to rehabilitate 
such a child, the nature of his handicap must be ana- 
lyzed in terms of how it affects his physical and 
mental growth and well-being. 

Ordinarily a deaf person looks and acts much 
the same as does a normal person. His handicap is 
not very apparent to the eye; consequently, he does 
not particularly attract attention or arouse sympathy 
as do other physically handicapped. Yet, from an 
educational viewpoint, the deaf person’s handicap is 
far more severe than is that of the crippled, palsied, 
or even the blind. The reason for this is the deaf 
person’s lack of the knowledge of a language and 
his inability to speak a language. Speech and language 
are ordinarily acquired only through the sense of 
hearing; the deaf child cannot acquire either in a 
natural way. 


What are speech and language? Speech is the 
exact imitation of definite sounds which the individual 
has learned to interpret as having definite meanings. 
Language is the orderly and meaningful arrangement 
of such sounds or words to express thought, either 
spoken or written. Because the deaf person hears no 
sounds, he is unable to learn to imitate and interpret 
such. He cannot, therefore, acquire in the normally 
natural way either speech or language wherewith to 
make known his thoughts. Without either speech or 
language the deaf person cannot acquire any appre- 
ciable amount of knowledge or enjoy normal mental 
growth. This lack of knowledge of a language defi- 
nitely tends to retard his mental and social develop- 
ment. 

The child with normal hearing has gained through 
daily contacts with speaking people a vocabulary of 
perhaps 1,500 to 2,000 words before he enters school. 
The deaf child does not have this natural opportunity 
of acquiring natural speech and language. He enters 
school without any means of thought communication. 
For such a child to acquire an education is, indeed, a 
tremendous task. Hearing people can evaluate and 
improve their speech and language by listening to those 
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who use good language. Not so the deaf. They must 
depend entirely upon their eyes to develop a vocabulary 
which, at best, is always quite limited. 

In comparing deafness with blindness Helen Keller 
has stated that deafness to her is a much greater handi- 
cap than blindness. Hearing, she believes, is the key 
sense. It is the door through which knowledge is most 
readily attained because it is largely by listening that 
children learn. It is much more difficult, she explains, 
for the deaf to grasp concrete facts let alone ponder 
the abstract. Means to replace nearly everything can be 
found for the blind, she points out. It is not so easy 
to find suitable substitutes for the deaf. 

From this introduction one must conclude that 
the uneducated deaf child will be a misfit and a total 
liability socially, educationally, and economically. If he 
is to be rehabilitated, therefore, he must be educated. 


IMPLICATIONS OF REHABILITATION 


What does the word rehabilitation mean or imply ? 
The dictionary lists its meanings as “to restore to a 
former state, rank or privilege; reinstate; to re-estab- 
lish in social position.” 

Ordinarily these are good definitions. They all 
presuppose, however, a former perfect state or condi- 
tion. But how can a deaf person who has never had 
the sense of hearing be rehabilitated? To rehabilitate 


‘him really means to restore his lost faculty. The word 


rehabilitation, therefore, does not apply when referring 
to the handicap of the deaf. To rehabilitate such a 
person fully is definitely a physical impossibility be- 
cause so long as his sense of hearing is not restored 
the deaf person is not completely rehabilitated. 

Through proper means of education the deaf 
child is capable of being fitted and trained to become 
a self-reliant, independent, and useful member of 
society and the state, even though this may require 
great efforts and special methods. A more appropriate 
title for this article might be “Fitting the Deaf Child 
Into the Social, Economic, and Religious Life of the 
Community and the State.” 


PROCEDURES FOR EFFECTIVE REHABILITATION 

. The first step in any program of rehabilitation 
is to determine the fact that the child is deaf. It is 
somewhat difficult to understand why so many parents 
do not realize sooner that their child is deaf. Again 
and again such parents say that they didn’t know 
that their child was deaf until he was almost 2 or 
3 years old. 

Not recognizing their child’s handicap earlier often 
results in much lost time in the proper training of the 
child. The sooner parents become aware of their 
child’s loss of hearing, the better they will be able to 
prepare him for his future education and well-being. 
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When parents notice that the baby does not re- 
spond to sounds as children normally do, they should 
take immediate steps to find the cause. To some extent 
they can do this themselves by making unusual noises 
and sounds when the child least expects to hear them 
and watching for his reactions. If the child does not 
respond normally by turning his head, by crying, or 
by other reactions, he should be taken to an otologist. 
This does not mean that he should be taken to the 
family physician. The family physician naturally has 
his place as far as the child’s general physical well- 
being is concerned. He is not, however, an ear spe- 
cialist and therefore cannot be expected to make an 
expert diagnosis or give expert advice concerning the 
ear. Then, too, he is, as a rule, inclined to be too 
sympathetic. Because of this he is apt not to tell the 
parents the entire truth. Instead, he generally tells 
them not to be alarmed, that there is nothing decidedly 
wrong, and, if there should be a little loss of hearing, 
that the child will “outgrow” it, whereupon the parents 
go home happy in the belief that everything is all 
right and that there is nothing to worry about. The 
consequence of such advice from the kindly family 
doctor is that the child is deprived of valuable training 
in preparation for his eventual education. 

It is imperative, therefore, that the parents take 
their deaf child to a recognized otologist. The specialist 
should examine the child’s hearing organs thoroughly. 
If he discovers any physical ailments or abnormal 
conditions which will respond to medication, manual 
manipulations, or surgery, he should correct these 
or advise the parents to have them corrected. But if he 
finds that the child is incurably deaf or hard of hear- 
ing from any cause whatsoever, he should speak 
frankly and truthfully about it to the parents. He 
should tell them that their child is deaf, and that, 
seemingly, there is no possible chance of restoring 
the sense of hearing. Even if there is only partial 
loss of hearing, he should tell them that there is little 
hope for any great amount of improvement. If, how- 
ever, there is a sufficient amount of residual hearing 
to warrant the use of a hearing aid, the otologist 
should advise the parents to purchase such an instru- 
ment as soon as the child is old enough to wear one. 

Telling the parents the truth about their child’s 
handicap may seem harsh treatment. But it must be 
remembered that the parents have come for an expert's 
diagnosis and advice. That is what they are paying 
for and that is what they are entitled to. The sooner 
they know the truth, the sooner they will become 
reconciled to the fact and conscious of the need for 
making proper preparations for effective training. 
This, in all cases, means a good education in a good 
school. 

After the specialist has given the parents the 
rather bitter but truthful information concerning their 
child’s loss of the sense of hearing, he should assure 
them that facilities have been provided to assist them 
and their child in conquering his handicap. He should 
point out that a good education, which is available in 
many of the better schools for the deaf, will make of 
the child a happy, self-reliant, and independent member 
of society. It is now up to the parents to ready their 
child for enrollment in one of these schools. 

As a first step in this preparation the parents 
should take their deaf child to a psychologist or psy- 
chiatrist for a thorough mental checkup to determine 
whether the disease or condition which caused the 
child’s loss of hearing has also affected his mentality. 
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If the tests reveal the child to be mentally normal and 
therefore educable, the parents should consult an edu- 
cational specialist. 

ROLE OF THE EDUCATIONAL SPECIALIST 

Parents seeking information concerning a good 
school for their deaf child should not go to the family 
physician, the county school superintendent, the mem- 
bers of the local school board, the public school prin- 
cipal or teachers, or any other would-be expert unless 
such persons are thoroughly familiar with all the good 
schools for the deaf and their methods of education 
and hence are qualified to speak on the subject. Prefer- 
ably the parents should take their child to an expert 
educational counselor. This counselor should direct 
the parents to several schools and advise them to inves- 
tigate these with a view to selecting the one which they 
deem best suited for their child. He should also refer 
them to sources capable of giving expert advice and 
guidance concerning schools for the deaf. Such sources 
of information include: The Volta Bureau, Washing- 
ton, D. C.; The John Tracy Clinic, Los Angeles, 
Calif.; and the many superintendents and principals of 
the progressive state and private schools for the deaf. 

The first important step toward the rehabilitation 
of the deaf child, then, is to obtain an otologist’s diag- 
nosis and advice. The second step is to ascertain the 
child’s mental caliber through the aid of a trained 
psychologist. The third step is to seek guidance and 
advice from an expert in the field of deaf education. 

This third step should be taken very early; if 
possible, before the child is 3 years old. The child 
should accompany the parents to such a consultation. 
Seeing the child helps the educational counselor to 
determine the child’s educational needs and to advise 
the parents as to the type of school to select. The 
counselor should also direct the parents to the sources 
of information concerning the proper care and rearing 
of the deaf child in preparation for his entrance into a 
school for the deaf. 

Practically all schools for the deaf stress the 
teaching of speech and lip reading to a greater or 
lesser degree. Nevertheless, the educational counselor 
should not give the mother of a deaf child too much 
hope for success in these fields. There are definite 
limitations to the teaching of speech and lip reading 
to the deaf. It is a great mistake to tell a mother that 
a school can teach her child to talk and to lip read 
sufficiently well to get along in life as a normal indi- 
vidual. After all, the child is deaf and cannot, there- 
fore, acquire speech in a normal manner. At best his 
speech will be only a mechanical imitation of what he 
has learned through the eye. Unless the mother is 
aware of this fact at the beginning, she frequently is 
reluctant to accept any compromise later. Parents, 
especially mothers, can be told of the fine possibilities 
for speech and lip reading for their child if every- 
thing goes well. They should also be told, however, of 
the compromises that will have to be made in the 
event that the educational program is not completely 
successful. 

Because deafness is not only a physical but also a 
mental, emotional, and educational handicap, the deaf 
child should be afforded every possible assistance from 
experts in the professions which deal with this type of 
handicap in order to bring about his rehabilitation. 


PARENTAL EDUCATION 


It is remarkable how uninformed, helpless, and 
unprepared most parents of deaf children are in re- 


442 REHABILITATION OF THE DEAF CHILD—KLEIN 


gards to coping with the needs of their handicapped 
little ones. It is, therefore, of the utmost importance 
that they be given an opportunity to acquaint them- 
selves with technics for readying their child for even- 
tual school attendance. All intelligent parents should, 
and generally do, welcome any information pertaining 
to materials and educational centers offering advice 
and instructions for the preschool care and rearing of 
their deaf children. 

In recent years a number of State Schools for the 
Deaf have conducted so-called Parents’ Institutes. 
These institutes annually provide from 1 to 2 weeks’ 
free room, board, and instruction for parents and their 
deaf children. The mothers, especially, are trained to 
become more capable and more efficient in the proper 
rearing of their deaf children. 

The otologist, the psychologist or psychiatrist, and 
the educational counselor, all should impress upon the 


_ parents the need and value of these free materials and 


training courses offered them for their own and their 
child’s educational development. 


SELECTION OF A GOOD SCHOOL 


While availing themselves of all free offers of 
information and educational opportunities before the 
deaf child is of school age, the parents should contact 
various schools with a view to selecting the one which, 
from advice and information obtained previously, they 
deem best suited for their child. That school may be 
the State School for the Deaf of their own state; it 
may be a good day school for the deaf in one of the 
larger cities; or it may be a private residential school. 
The child’s particular needs rather than the parents’ 
financial status should determine the final selection. 

Contrary to popular belief, the age at which the 
deaf child should enter school is considerably below 
that of the hearing child. Some educators for the deaf 
advocate entering the deaf child in a nursery class at 
the age of 2 years. Others recommend enrolling him 
at the age of 3 or 4 years. All agree, however, on an 
early enrollment. 

The following are a few reasons why the deaf 
child should be enrolled in a school at a very early age: 

1. No matter how intelligent and expert the par- 
ents of a deaf child may be, they are, in most cases, 
incapable of giving him more than the rudiments of 
speech, lip reading, and language. 

2. Being parents, they very often are too sympa- 
thetic, indulgent, and lenient with the child. This tends 
to produce the so-called spoiled child and often results 
in disagreeable situations at home and later at school, 
consequently retarding the child’s early progress in 
the classroom. 

3. A third and more important reason for enroll- 
ing the deaf child at an early age is his severe educa- 
tional handicap. Being deaf, the child naturally has 
no knowledge of speech or language. If this child is 
to be expected to complete his elementary education 
within a reasonable length of time, say between the 
ages of 14 and 16 years, he must be in school at an 
early age in order to receive that preliminary training 
in speech, lip reading, and language which is so neces- 
sary to regular grade work. Unless the child has 
acquired a reasonable vocabulary and use of language 
prior to entering the grades, he cannot be expected to 
graduate from elementary school at a reasonable age. 
Most schools take their pupils through nursery, kinder- 
garten, and one or two pregrade classes before they 
consider them capable of doing first grade work. 


Journal A.O.A. 
April, 1953 


TYPES OF SCHOOLS 


A few words should be said concerning the vari- 
ous types of schools for deaf children. 

There are 75 public residential State Schools for 
the Deaf, 178 public day schools, and 48 denomina- 
tional and private schools for the deaf. Of the denomi- 
national schools eleven are operating under Catholic 
auspices and two are Lutheran residential schools. 
Most of the private day schools are nursery schools 
only. They are sponsored by the Junior League, 
service clubs, or other private organizations. All of 
these schools aim to be good schools. Generally speak- 
ing, they are. 

The importance to children of home ties is well 
known. For the deaf child, however, the school very 
often becomes his home. The school, therefore, should 
provide as many facilities and as much special care 
as a good home affords. 

Even though it is an advantage for children 
who attend a day school to live at home during the 
early school years, experts in state rehabilitation de- 
partments strongly recommend that all deaf children 
attending such schools be transferred to residential 
schools for the deaf early, definitely by the time they 
reach the age of 10 or 12. It is the opinion of many 
that a good residential school is the best for most deaf 
children. The valuable contribution that a residential 
school makes to the rehabilitation of a deaf child is 
the opportunity for that child to grow up in a commu- 
nity where to him no handicap exists because all of 
his companions are physically exactly as he is. Here 
the child is in an environment which is normal for 
him, one which helps him to make a normal adjustment 
to life. The social skills learned in the little community 
of the residential school are later easily transferred to 
the hearing world outside. Proof of this is found in 
the fact that there are no rehabilitation problems with 
deaf adults who have made a good adjustment to a 
school community and have finished their course in a 
residential school. The rehabilitation problems are with 
those youngsters who did not make a good adjustment 
to the school community, who dropped out of school 
too early, or who never attended a residential school. 

The deaf child needs a separate or special school 
in which the curriculum is adapted solely to his particu- 
lar needs ; he should not be put with other handicapped 
children or in classes of hearing children. 

The National Association of the Deaf has the 
following to say on this point :? 


From any angle one wishes to study the matter, the deaf 
child is in a group by himself, requiring greater consideration, 
greater provision and greater technical approach than is needed 
by any other physically handicapped person. He suffers irre- 
trievably when placed in classes with children who have the 
approach to knowledge through hearing that he can never 
have. To think that mere employment of a teacher of speech 
will solve his problem is ridiculously untrue. Ask any true 
educator of the deaf! 

Placing of deaf children in classes with hearing youngsters, 
or in small ungraded classes, therefore, spells disaster for the 
deaf and scrambles education for the hearing, though handi- 
capped child. For the deaf, it would mark the return of the 
“little red schoolhouse” type of education which is being 
eliminated for hearing children through consolidation and 
establishment of larger schools where many more subjects 
can be taught. 


Dr. Helmer Myklebust,? professor of audiology 
and director of the children’s hearing and aphasia 
clinic in the school of speech, Northwestern Univer- 
sity, speaking before a group of parents of deaf 
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children has stated that the belief that the deaf child 
is the same as the normal child, except for his lack of 
hearing, is wrong, and unfair to the deaf child. The 
experiences of deaf children are not the same as those 
of normal children, and consequently they do not think 
as normal children. 

Dr. Myklebust defined hearing as one of the pri- 
mary senses and a vital factor in most of our percep- 
tions. It is possible to hear in all directions at once, in 
the dark, around corners, and even while asleep. The 
world of the deaf person is different because he does 
not have these perceptions. 

It is Dr. Myklebust’s belief that because of this 
difference, it is unwise to place deaf childrén in schools 
with normal children. The deaf are usually excluded 
from social activities, thereby adding to the sense of 
isolation already existing. Therefore, it is better for a 
deaf child to be with other deaf children and to have 
teachers who understand the problem. 


I might mention here what is to me a deplorable 
fact: During the entire history of deaf education the 
deaf child has been and still is being used as an educa- 
tional “guinea-pig.” On him every would-be specialist 
in deaf education tries out any and every new method 
his brain may evolve. Every time an educator thinks 
he has discovered a new and better method of teaching 
the deaf, he endeavors to have it recognized and 
adopted. And sad to say, such persons generally find 
awed hero-worshippers who have no initiative, who 
are themselves unable to distinguish good from bad 
technics, and who therefore accept these new theories 
completely. Whether or not the new methods or 
theories have merit, they foist them upon their pupils 
until someone else comes along with a different idea. 
This practice of trying to fit the deaf child to a method 
rather than the method to the child has been going on 
for generations and is still flourishing. 

Such practices, I hope, emphasize the importance 
of selecting the proper school for a deaf child because 
it will mean so much in the process of his rehabilitation. 


PURPOSEFUL VOCATIONAL TRAINING 


If the parents have followed the gteps described 
and have enrolled their child in a good elementary 
school for the deaf, they have placed their offspring 
well on the road to rehabilitation. In the elementary 
school, if it is a good one, the real foundation is laid 
for the successful rehabilitation of the deaf child. That 
foundation consists principally of a good knowledge 
of the English language and its proper use. Once the 
child has learned to understand and use English well, 
he will then be able to master mathematics and the 
other sciences. 

If the deaf child has entered school at the sug- 
gested age of between 2 and 4 years, it will not be 
necessary for the elementary school to attempt much 
vocational training other than that ordinarily provided 
for in the manual arts classes. The teachers in these 
manual arts classes should be alert, however, to the 
talents manifested by the individual pupils. The teacher 
should take note of their inclinations and give the 
pupils every possible encouragement to excel in their 
chosen interests. 

Children who show no interest in any specific 
activity should be guided and led by the teacher in the 
hope that they might develop a liking for one or 
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another vocation. The teacher must impress upon the 
children, and their parents, too, the fact that deaf 
people, in most instances, gain their livelihood by 
working with their hands. Deaf boys and girls should 
plan their careers accordingly. 

Many parents entertain the hope that their deaf 
child some day will be able to secure a so-called white 
collar job. Since this is not very probable, however, 
it is well to acquaint parents with the fact that only a 
small percentage of the deaf enter the professions 
such as engineering, accounting, chemistry, et cetera. 

Having entered the elementary school early and 
there received a good foundation in the knowledge and 
use of the English language, the deaf child is ready 
to enter high school at between 14 and 16 years of age. 
Here language and mathematics should continue to 
receive serious consideration but real vocational train- 
ing should be given foremost attention. High school 
vocational training should be given in modern, well- 
equipped school shops. In addition, high school voca- 
tional planning should include on-the-job training. No 
matter how well equipped a school may be to give 
vocational training, it can never duplicate real on-the- 
job experiences. The school’s vocational development 
program, therefore, should require all its students to 
hold a job successfully for a period of from 3 to 5 
months. During this time the student should, of course, 
remain under the supervision of the school. At the 
end of the period the employer should be asked to make 
an honest appraisal of the student’s workmanship and 
attitude. If a good report from an employer is neces- 
sary for graduation, it is needless to say that most 
students will be eager to make a good record during 
their trial employment. 


CONCLUSION 

In order, then, that the deaf child may be properly 
prepared to cope with the problems of life, and hence, 
be rehabilitated, he needs a type of education which 
will open to him the fullest possibilities for successful 
citizenship and the greatest opportunities for harmoni- 
ous living. He needs, therefore : 

1. A school education which will provide him 
with all necessary tools for proper physical, mental, 
and social development 

2. The ability to speak and write simple, correct 
English to enable him to make out a job application 
and to meet a prospective employer 

3. To learn an occupation on the level of his 
intelligence, to take pride in his work, and to know 
and use the vocabulary of his occupation 

4. A knowledge of good English and, if at all 
possible, good speech and good lip reading because 
these are very essential to a deaf person’s adjustment 
and success 

5. And above all, a good personality and character 
in order to be able to adjust to living and working 
with other people. 

Having acquired these abilities and qualifications, 
the deaf person should be able to go out into the social 
and commercial world prepared and equipped to take 
his rightful place and give a good account of himself 
among the wage earners, in the social life of the home 
and community, and as an independent, self-reliant, 
and useful citizen of the state. 


‘ 6861 Nevada Ave., East 
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Entrance of A. T. Still Memorial Building 


For the second time in 4 years the American Osteopathic 
Association will hold its annual convention in Chicago, location 
of the Andrew Taylor Still Memorial Building and Central 
Office. The Conrad Hilton (formerly the Stevens Hotel) will 
again house convention activities which are scheduled to begin 
Monday morning, July 13, and to close at noon on Friday, 
July 17. 

“Man’s Health in This Changing World” will be the theme 
of the 1953 convention. Alexander Levitt, of Brooklyn, will 
deliver the keynote address. 

Other activities to be offered to the profession, according 
to Roger E. Bennett, program chairman, include: eight sym- 
posia stressing various aspects of man’s constitutional inade- 
quacies, four manipulative teaching sessions, and the usual fine 
scientific and technical exhibits. Also scheduled are the annual 
president’s reception and ball, the fraternity and college 
reunions, and the various luncheons and social activities for 
women. An innovation this year will be the inauguration 
banquet during which the new officers will be installed. 

Prior to the convention, the Board of Trustees of the 
American Osteopathic Association will meet, beginning Tues- 
day, July 7, in the Conrad Hilton. Sessions of the House of 


LOCAL CONVENTION 
COMMITTEE 


Members of the local Convention 
Committee include, left to right: 
Wesley B. Larsen, general chair- 
man; Everett C. Borton; Mrs. 
Borton; R. Wayne Baldridge; Wil- 
liam Wood; Leon E. Page, assistant 
general program chairman; Arnold 
A. Fisler; Charles E. Gaddie; Mr. 
Douglas Durkin; and Jack H. 
Grant. J. G. Wagenseller, Ward E. 
Perrin, and S. V. Robuck, honorary 
chairman, were not present when 
the picture was taken. 


Preview of the Fifty-Seventh Annual Convention 


Chicago, July 13-17, Inclusive 
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Delegates will commence the following Sunday, July 12, and 
will continue through July 17, also in the Conrad Hilton. 

The Auxiliary to the American Osteopathic Association 
will meet concurrently with the parent body. Theme of this 
year’s Auxiliary program is “The Auxiliary’s Part in America’s 
Health.” 

PROGRAM 

Dr. Levitt’s keynote address at 9:15 am., July 13, will 
formally open the educational aspect of the 1953 convention. 
Also Monday morning Charles C. Dieudonne will present a 
film, “Osteopathic Approach to Rehabilitation Problems,” made 
by W. W. W. Pritchard. The remaining speakers will be W. 
Ballentine Henley, L.L.D., and Edwin F. Peters, Ph.D., who 
will discuss “Improving Man’s Social and Political Efficiency” 
and “The Destiny of Homo Sapiens,” respectively. 

The first teaching symposium will be held Monday after- 
noon. The subject will be diseases of the hepato-biliary-pan- 
creatic system as a manifestation of man’s constitutional 
inadequacy. William Baldwin, Jr., will be the moderator. Tues- 
day’s program will consist of a symposium on the heart as a 
factor in man’s constitutional inadequacy, moderated by S. V. 
Robuck, in the morning, and a symposium on the nervous 
system as a manifestation of man’s constitutional inadequacy, 
moderated by George W. Northup, in the afternoon. 

The Andrew Taylor Still Memorial Lecture, to be delivered 
this year by Edwin J. Elton, will be the highlight of the 
Wednesday morning session. R. McFarlane Tilley will preside. 
Wednesday afternoon Margaret Jones will moderate a discus- 
sion of man’s intrauterine environment. 

Continuing the theme of man’s constitutional inadequacy, 
the Thursday morning session, moderated by Don E. Ranney, 


will deal with malignancy. Martin C. Beilke will preside during 


the afternoon symposium on environmental irritants. The teach- 
ing sessions will conclude Friday morning with a symposium on 
the kidney as a factor in man’s constitutional inadequacy. C. R. 


. Nelson will be in charge. 


In addition to the symposia, there will be four afternoon 
manipulative teaching sessions. Monday’s session will be 
devoted to the knee joint and Tuesday’s will center around 
shoulder problems. Scheduled for Wednesday is a session on 
the disk syndrome and for Thursday a study of structural 
diagnosis and treatment. Chairmen for the respective manipu- 
lative teaching sessions are Robert B. Thomas, Richard N. 
MacBain, C. Robert Starks, and Paul E. Kimberly. 


Corona Studios 
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ASSOCIATED GROUPS 

Many associated groups will convene before, during, or 
after the Annual Convention. The American Association of 
Osteopathic Colleges will hold two all-day sessions July 10 and 
11, the American Association of Osteopathic Examiners will 
have a luncheon meeting at noon, July 14, and the National 
Board of Examiners for Osteopathic Physicians and Surgeons 
meets Saturday afternoon, July 11, all day Sunday, and 
Monday afternoon, July 14. 

The Society of Divisional Secretaries will meet July 10 
and 11. They will hold a joint luncheon on July 11 with the 
Association of Osteopathic Publications. 

Several of the specialty colleges have planned extensive 
and comprehensive teaching sessions in conjunction with their 
annual meetings. The American College of Neuropsychiatrists 
has scheduled two scientific sessions for the mornings of July 
10 and 11. The afternoons will be devoted to the annual 
business meeting. A banquet will be held at 7:30 p.m., July 10. 
The American College of Osteopathic Internists has scheduled 
lecture and clinical sessions for July 10, 11, and 12. The annual 
business meeting will be held Friday night, July 10, and the 
annual banquet will be Sunday night, July 12. 

Other specialty colleges planning to hold meetings are: 
American College of Osteopathic Obstetricians and Gynecolo- 
gists, July 11 and 12; American College of Osteopathic 
Pediatricians, also July 11 and 12; and the American College 
of Osteopathic Surgeons, July 11 and 12: The American Osteo- 
pathic Academy of Orthopedics will hold a luncheon meeting 
July 12. 

Most of the Boards of Specialty Certification will meet 
before the opening of the convention. The American Osteo- 
pathic Board of Dermatology and Syphilology will meet July 
11; the American Osteopathic Board of Internal Medicine, 
July 10; the American Osteopathic Board of Neurology and 
Psychiatry, July 9; the American Osteopathic Board of Proc- 
tology, July 11; and the American Osteopathic Board of 
Surgery, July 9 and 10. The Advisory Board for Osteopathic 
Specialists will meet July 12, 13, and 14. 

The Gavel Club’s annual breakfast will be July 13. Also 
on July 13 the National Osteopathic Interfraternity Council 
will have a luncheon. The Osteopathic War Veterans Associa- 
tion will have a luncheon on July 15. 

A lecture session sponsored by the American Osteopathic 
Society for Study and Control of Rheumatic Diseases wili be 
held July 12. 

Extensive plans for convention week have been made by 
the two affiliated women’s groups. The Osteopathic Women's 
National Association will meet for the annual luncheon July 14 
and for breakfast on July 16. 

The 1952-53 Executive Board of the Auxiliary to the 
American Osteopathic Association will meet July 12. Sessions 
of the House of Delegates will begin July 14, continuing 
through July 16. Alexander Levitt will give the opening address 
and Donald V. Hampton, president of the American Osteopathic 
Association, will also speak to the group. 

Highlight of the Wednesday program will be the A. T. 
Still Memorial Service and the State President’s luncheon. An 
installation luncheon is planned for Thursday, July 16, and a 
breakfast for past presidents on July 17. The 1953-54 executive 
board will meet July 17. 


The Academy of Applied Osteopathy will meet July 17 and 
18 and the Osteopathic Cranial Association on July 18 and 19. 
A meeting of the American College of General Practitioners in 
Osteopathic Medicine and Surgery is scheduled for July 17. 

ENTERTAINMENT 

On Monday evening, July 13, President Donald V. Hamp- 
ton will address the convention following the formal banquet in 
the Grand Ballroom. The President’s Reception and Ball will 
conclude the evening. Tuesday night has been reserved for 
fraternity dinners and Wednesday night for alumni banquets. 
Incoming officers will be installed and the new president hon- 
ored at the annual banquet set for Thursday evening in the 
Grand Ballroom. 


Tuesday afternoon members of the American Osteopathic 
Golf Association will meet at Medinah Country Club for 
lunch and golf. 


Grand Stairway, The Conrad Hilton 


RULES CONCERNING A.0.A. CONVENTION INVITATIONS 
In relation to the formal invitation to this Association to 


hold an annual convention in a particular place, the Constitu- 
tion of the American Osteopathic Association was amended at 
the 1951 convention to provide that “the House ma take 
action covering not more than five succeeding conventions.” 
Therefore, it will be possible, but not mandatory, for the 
House of Delegates at the 1953 convention in Chicago to select 
the convention city for the 1956, 1957 and 1958 conventions. 

Formal invitations must be received not less than 60 
days before the convention and in such invitation the inviting 
city is required to give detailed description of physical facilities 
available and of a local organization now set up or to be set up. 
The descriptive information is an essential part of the con- 
vention invitation, and failure to provide it will bar considera- 
tion of the invitation by the Convention City Committee and 
by the House of Delegates. The Convention City Committee 
is composed of Alden Q. Abbot, ‘Chairman, Robert E. Morgan, 
R. C. McCaughan, S. H. Leibov, and C. N. Clark. 


Following are the formal rules involved: 

“The invitations shall be received not less than sixty days 
before the time of selection of convention city so that plenty of 
time may be offered for investigation. Inviting cities shall in 
their invitation give detailed description of physical facilities 
and of their local organization. These descriptions shall be 
exact and failure to provide this information to the Committee 
shall bar consideration of the invitation by the Committee 
and the House of Delegates. 

“The Committee shall report its findings, recommenda- 
tions, and reasons therefor to the Board and the House of 
Delegates early in the annual sessions each year so that 
adequate time may be had for discussion before a decision 
is arrived at on location by the House. The House shall 
give serious consideration to the recommendation of the Com- 
mittee. The Committee may recommend one city or more than 
one if two alternatives seem equally acceptable. In selecting 
convention city for recommendation the Committee shall 
consider the following factors listed in the order of their 
importance : 

(a) Physical facilities for general and sectional and 


affiliated groups’ programs, and for housing attend- 
ants. 


; 


(b) Location of city for drawing largest attendance. 

(c) Clinical facilities (legal status of profession). 

(d) Location of city as drawing card for exhibitors. 

(e) Physical facilities as a drawing card for exhibitors. 

({) Expense to the Association in putting on convention. 

(g) Intraprofessional good will promotion, here consider- 
ing location and success of previous convention. 

(h) Public relations of the profession. 

(i) Ability of the local group to provide the necessary 
local committee 


(j) Available entertainment for members’ families. 


“Divisional societies or associations extending convention 
city invitations shall be requested to give detailed description 
of physical facilities of their city and their local organization. 
All such communications shall be presented to the Convention 
City Committee not less than sixty days before the time of 
selection of the convention city.” 


R. C. McCaueuan, D.O. 
Executive Secretary 


Annual Convention Registration Rules 


The following are the rules for registration for the Fifty- 
Seventh Annual Convention of the American Osteopathic 
Association, Chicago, July 13-17, 1953. 

Those who may register are: members of the Association, 
their children, and their adult guests who are not osteopathic 
physicians; osteopathic students; commercial and _ scientific 
exhibitors; nonmembers of the Association eligible for mem- 
bership; nonmembers who are ineligible for membership but 
who show written evidence of membership in a divisional 
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society; and employees of the Association and of the Chicago 
Convention Committee. 


However, not all classes of registrants may attend all 
sessions of the Convention. While all registrants may attend 
the general sessions, and are urged to do so, adult and juve- 
nile guests and commercial exhibitors may not attend the 
special group instruction meetings. However, all other privi- 
leges dependent upon the registration fee will be granted to 
these guests. 


Registration fees will be $16.00 (including tax) for mem- 
bers ; $16.00 (including tax) for adult guests. (All registration 
fees are subject to Federal entertainment tax.) 


Osteopathic physicians not eligible for membership in the 
Association may register for the Convention, but only upon 
the presentation of official, written evidence of current mem- 
bership in a divisional society of the Association. These 
doctors must pay a fee of $25.00 in addition to the $16.00 
Convention registration fee. 

Doctors of osteopathy who are not members of the Asso- 
ciation but appear to be eligible for membership must pay a fee 
of $75.00 in addition to the $16.00 Convention registration fee. 


These doctors may apply for membership at the registra- 
tion desk, and their $75.00 fee will be applied as their annual 
dues. All such applications will be put through the regular 
channels. If the applicant is not acceptable, $50.00 of the 
$75.00 will be returned and the remainder retained as the 
registration fee charged ineligible nonmembers. 


Divisional societies include state and provincial societies 
and the British and Australian Osteopathic Associations. 
Membership in a local, city, county, or district society is 
not sufficient for registration eligibility. 

R. C. McCavenan, D.O. 
Executive Secretary 


Advance Registration Application 


American Osteopathic Association Convention 


Chicago, July 13-17, 1953 


Important: If you wish to register additional guests, please 
give information on separate sheet of paper. 


Registration Fees 


Make checks payable to: AMERICAN OSTEOPATHIC ASSOCIATION 


__Member Registrations @ $16.00 (including tax) .............60000000005 
Adult Guest Registrations @ $16.00 (including tax) 


Mail to: AMERICAN OSTEOPATHIC ASSOCIATION, 212 E. OHIO ST., CHICAGO 11, ILLINOIS 
Your badge and all tickets will be waiting for you at the A.O.A. Registration Desk in the Lower Lobby at 


The Conrad Hilton, July 10. 
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Proposed Amendments to the Constitution and Bylaws 
of the American Osteopathic Association 


R. C. MeCAUGHAN, D.O. 
Executive Secretary 


CONSTITUTION 


(The following proposed amendment is published at the 
request of the Oklahoma Osteopathic Association and would 
make the Second Vice President and the Third Vice President 
members of the Board of Trustees with vote. The amendment 
was read in the House of Delegates in 1952 and can be acted 
upon by the House in 1953.) 

Article VII—Board of Trustees and Executive Committee 

Amend by inserting in the first sentence of the article, 
after the words “First Vice President,” the words “Second 
Vice President, Third Vice President.” 

The Article would then read: 

“The Board of Trustees of this Association shall consist 
of the President, President-Elect, the Past Presidents for the 
preceding two years, First Vice President, Second Vice Presi- 
dent, Third Vice President, and of fifteen other members, 
five of whom shall be elected annually by the House of Dele- 
gates to serve for three years. The Board shall be the ad- 
ministrative and executive body of the Association and perform 
such other duties as are provided by the Bylaws. 

“The Executive Committee of this Association shall con- 
sist of the President, Immediate Past President, First Vice 
President, President-Elect, the chairman of the Department 
of Professional Affairs and the chairman of the Department 
of Public Affairs.” 


BYLAWS 


(The following proposed amendments are published at the 
request of Henry Turner, D.O., of New Zealand.) 
Article II—Membership 

Amend Section 6 by deleting in the second sentence the 
words “30 days” and substituting therefor the words “120 
days.” The sentence in question would then read: “After 120 
days any objection to membership shall be certified to the 
Board.” 
Article [I—Membership 

Amend Section 6 by deleting in the third sentence the 
words “special and individual action may enroll the applicant,” 
and substitute therefor the words “a three-fourth’s majority 
may direct that the applicant be enrolled.” That portion of 
the sentence would then read: “The Board of Trustees by a 
three-fourth’s majority may direct that the applicant be 
enrolled as a regular member of the American Osteopathic 
Association ... .” 
Article [I—Membership 

Amend Section 6 by inserting in fourth line after the 
words “name of the applicant” the words “and the name of 
the unrecognized college of osteopathy from which he gradu- 
ated.” The clause in question would then read “thereafter, 


the name of the applicant and the name of the unrecognized 
college of osteopathy from which he graduated shall be pub- 
lished in the JouRNAL of the Association.” 


(The following proposed amendments are published to 
implement a recommendation of the Committee on Membership 
Approval presented to and approved by the A.O.A. Board of 
Trustees in July, 1952. These amendments would raise the 
dues of regular members during their second and third years 
after graduation, and during residency training.) 

Article III—Fees and Dues 

Amend the second paragraph of Section 1, by deleting 
the last sentence thereof, and by substituting therefor the 
following sentence: “Dues for regular members during the 
first, second and third years, immediately after graduation, shall 
be five dollars ($5.00) for the first year, twenty dollars 
($20.00) for the second year, and thirty-seven dollars and 
fifty cents ($37.50) for the third year; ie., all graduates from 
an A.O.A. approved college shall be entitled to only one first, 
second, and third year practice rate of five dollars ($5.00), 
twenty dollars ($20.00), and thirty-seven dollars and fifty 
cents ($37.50).” 

Amend the third paragraph of Section 1, by 
the paragraph and by 
paragraph : 

“Dues for regular members serving an internship or 
residency in a hospital approved for intern or residency train- 
ing by the American Osteopathic Association, shall be five 
dollars ($5.00) per year during internship and twenty dollars 
($20.00) per year during residency training, regardless of 
when served.” 

(The following proposed amendment is published at the 
direction of the Board of Trustees of the Association to 
carry out a recommendation of the Committee on Membership 
Approval presented to and approved by the Board of Trustees 
in July, 1952. If the immediately preceding amendment to 
Section of Article I1l—Fees and Dues, shall have been 
passed, the following proposed amendment will be unnecessary 
inasmuch as its content is included in the immediately pre- 
ceding proposed amendment.) 

Article [1I—Fees and Dues 

Amend Section 1, in the third paragraph, by deletion of 
the phraseology, “i.e., all graduates from an A.O.A. approved 
college shall be entitled to only one first, second, and third 
year practice rate of five dollars ($5.00), twelve dollars and 
fifty cents ($12.50) and twenty-five dollars ($25.00),” and 
insertion of those words as a final sentence to paragraph two 
of Section 1 of Article III of the Bylaws. 

(The following proposed amendment would leave to the 
direction of the Board of Trustees, by resolution, the details 
of the disbursements from the various funds of the Asso- 
ciation.) 

Article VII—Duties of Officers 

Amend Section 4, paragraph (a) by striking out the words 
“upon the order of the Board of Trustees, signed by the 
President and Executive Secretary.” and substitute therefor 
the words “under the direction of and in the manner pre- 
scribed by the Board of Trustees.” 


deleting 
substituting therefor the following 


Department of Public Affairs 


DONALD M. DONISTHORPE, D.O. 


Chairman 
Los Angeles 


BUREAU OF PUBLIC EDUCATION ON HEALTH 


HOBERT C. MOORE, D.O. 
Chairman 
Bay City, Mich. 


ANNUAL MEETING OF TH 
BUREAU OF PUBLIC EDUCATION ON HEALTH 
The Bureau of Public Education on Health of the Ameri- 


can Osteopathic Association will hold its annual meeting in 
Chicago on-May 8 and 9, at the Central Office. A report of 
this meeting and the recommendations adopted will be made 


officially to the Board of Trustees and the House of Delegates 
at the annual convention in July. 

The past year has been one of exceptional importance to 
the osteopathic profession. In all areas of the country the 
profession has continued its program to bring the maximum 
benefits of osteopathic health services to the people. While 
the degree of activity in various areas has differed, the ulti- 
mate objective of all the members of the profession has been 
to make the greatest possible contribution to the nation’s 
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health. It is the Bureau’s duty at its annual meeting to review 
the year’s activity and to evaluate the advances and progress 
made under the osteopathic health program. The osteopathic 
colleges have for a long time and are at present training 
physicians and surgeons competent in all diagnostic and thera- 
peutic fields to care for the health needs of the people. Osteo- 
pathic hospitals are being constructed and expanded to assist 
these physicians and surgeons in rendering health services. 
Every effort is being made to increase the number of general 
practitioners available to care for the sick and injured. But 
not in all areas of the country, however, are the services of 
osteopathic physicians and hospitals utilized efficiently. In 
some areas restrictivé laws or prejudiced opinions prevent the 
people from utilizing the health services which they need. 
Such situations, it is believed, will not continue to exist long 
in view of modern means of communication and education. 

In most areas of the country the need for general prac- 
titioners would seem to be the primary health problem which 
must be solved. The solutions to other related health problems 
can only be successfully undertaken when an adequate number 
of health personnel is available. The Bureau of Public Educa- 
tion on Health will study these health problems in the light 
of the contributions that the osteopathic profession can make to 
help bring about a solution. 

The various divisional societies are the official organiza- 
tions of the osteopathic profession closest to the actual health 
problems and needs which the osteopathic profession can help 
in eliminating. In each area they know what the most impor- 
tant local health problems are and in what way the osteopathic 
profession can assist other health organizations in attacking 
the problems. No one health organization is responsible for 
the health care of the people or can by itself bring about a 
satisfactory settlement. Actual situations in the various areas, 
however, are different and varying influences are at work. The 
Bureau of Public Education on Health will need, therefore, 
the advice, evaluations, and estimates of the chairmen and 
members of the Bureaus of Public Education on Health of the 
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divisional societies when it commences its deliberations at the 
May meeting. New health goals will be set and a revision of 
health goals not already achieved will be completed. The health 
program of the osteopathic profession for the succeeding year 
can only be prepared if the Bureau is fully informed and has 
available the advice and recommendations of the Bureaus of 
Public Education on Health of the divisional societies. Reports 
should be made direct to the chairman of the Bureau of Public 
Education on Health, American Osteopathic Association, 212 
East’ Ohio Street, Chicago, Illinois. 

The responsibilities of the osteopathic school of medicine 
to the people of this country are great. The recognition that 
has been granted to the profession under the public health 
laws at both federal and state levels make it imperative that 
the profession reciprocate by making a maximum contribution 
in solving these health problems. No one who is cognizant 
of the progress of the osteopathic profession in recent years 
can fail to recognize that the responsibilities resulting from 
this recognition make the duties and functions of the American 
Osteopathic Association and the divisional societies all the 
greater. Cooperation at state and national levels organization- 
wise can, therefore, furnish the only means by which these 
broad and heavy responsibilities can be met. The health pro- 
gram at both levels must be coordinated and information dis- 
seminated concerning these health problems. The people in all 
areas of the country must know what the osteopathic profession 
is doing to help them attain better health. Where the people 
themselves can assist the osteopathic profession, this assistance 
must be requested. In areas where inaccurate or false state- 
ments concerning the contribution that the osteopathic profes- 
sion can make have been distributed, the people must be 
informed as to the true status of affairs. The Bureau of 
Public Education on Health looks forward at its May meeting 
to reports from the divisional societies to assist it in preparing 
its own report to the Board of Trustees and the House of 
Delegates at the July convention. 


Department of Public Relations 


CHESTER_D, SWOPE, D.0. 


airman 


DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE 


The functions and units of the Federal Security Agency 
are transferred to a Department of Health, Education, and 
Welfare created by Reorganization Plan #1 of 1953, submitted 
by the President to Congress on March 12. The Plan would 
go into effect automatically 60 days after its submission to 
Congress, unless in the interim either House vetoes it. 

Congress is expected to approve the Plan and advance 
the effective date without delay. 


The supportive statement by the American Osteopathic 
Association recorded during joint hearings held by the Senate 
and House Committees on Government Operations on March 
16, and the text of President Eisenhower's Transmittal Mes- 
sage and the Plan are as follows: 


STATEMENT BY DR. CHESTER PD. SWOPE, 
CHAIRMAN, DEPARTMENT OF PUBLIC RELA- 
TIONS, AMERICAN OSTEOPATHIC ASSOCIA- 
TION, FOR A JOINT MEETING OF THE SENATE 
COMMITTEE ON GOVERNMENT OPERATIONS 
AND THE HOUSE COMMITTEE ON GOVERN- 
MENT OPERATIONS HOLDING HEARINGS ON 
REORGANIZATION PLAN No. 1 of 1953, TO 
CREATE A DEPARTMENT OF HEALTH, EDU- 
CATION, AND WELFARE, March 16, 1953. 


The increasing responsibility and stewardship of the osteo- 
pathic profession and institutions for the health of the Ameri- 
can people are vitally affected by the activities of the Federal 
Security Agency, including the research, training, medical 
care, and disease control programs of the Public Health 
Service, the vocational programs of the Office of Education, 
the programs of the Office of Vocational Rehabilitation, the 
health and medical care programs of the Children’s Bureau, 


Washington, D. C. 


Public Assistance, and other agencies of the Social Security 
Administration, and the Food and Drug Administration, all of 
which activities the pending Reorganization Plan No. 1 of 
1953 proposes to transfer to a Department of Health, Educa- 
tion, and Welfare. 

There are some 12,000 osteopathic physicians or surgeons 
engaged in active licensed practice in all the States of the 
United States, and who serve in increasing numbers as school 
physicians, industrial physicians, health officers, and hospital 
administrators. More than 400 students graduate annually from 
the six approved schools of osteopathy and surgery. Seventy- 
six hospitals are approved for intern training. Thirty-seven 
hospitals are approved for resident training in some sixteen 
specialties. In excess of 400 hospitals are staffed by osteopathic 
physicians and surgeons. 

The American Osteopathic Association through an elected 
House of Delegates and a Board of Trustees represents the 
osteopathic profession, approves the colleges and training hos- 
pitals, and registers hospitals staffed by doctors of osteopathy. 
The primary objective of the Association is “to promote the 
public health.” 

Neither the House of Delegates nor the Board of Trustees 
of the Association has met since Reorganization Plan No. 1 of 
1953 was submitted to the Congress on March 12, 1953, but 
past pronouncements on the part of the Association have antici- 
pated with approval such a plan for creating a Department of 
Health, Education, and Welfare. Therefore, I am pleased to 
express the support of the American Osteopathic Association 
for the Plan and to pledge our cooperation in effecting the 
high purposes of the proposed Department of Health, Educa- 
tion, and Welfare. 


_ 
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When a Bill (S.140) for a Department of Health, Educa- 
tion, and Security was pending before the Congress in 1947, 
we appeared before the Senate Committee on Expenditures 
in the Executive Departments to seek amendments which we 
deemed vital to the public interest and which would operate 
to inspire the confidence of our profession and its institutions. 
Our primary objection to that Bill was that it sought to 
establish in the basic law certain preferences as between the 
legalized professions of the healing arts. I am happy to observe 
that that objection is not applicable to Reorganization Plan 
No. 1 of 1953. 


The 1947 proposal specifically required the Secretary to 
appoint advisory committees in the field of health. We pointed 
out at that time that the legislative intent should be made 
clear that the organized osteopathic profession and institutions 
should be included in such advisory councils., The Committee 
Report expressly recognized our contention and referred to 
language added to the Bill to attain the purposes involved. 
Although Reorganization Plan No. 1 of 1953 makes no ref- 
erence to advisory committees on health matters, we are confi- 
dent that the expedient of advisory committees will be employed 
by the Department, and that the Secretary and the Special 
Assistant who is charged with review and advice to the Sec- 
retary regarding improvement and legislation in the health 
and medical programs of the Department will carry out the 
spirit of the recommendations of the 1947 Committee regarding 
representation on advisory committees. 

We welcome the prospect of working with the current 
Federal Security Administrator, Mrs. Oveta Culp Hobby, as 
the first Secretary of the Department of Health, Education, 
and Welfare, and we hope that House Joint Resolution 223 
which advances the effective date of the Plan will be adopted 
by the Congress without delay. 


TO THE CONGRESS OF THE UNITED STATES: 


1 transmit herewith Reorganization Plan No. 1 of 1953, prepared 
in accordance with the provisions of the Reorganization Act of 1949, 
as amended. 

In my message of February 2, 1953, I stated that I would send 
to the Congress a reorganization plan defining a new administrative 
status for Federal activities in health, education, and social security. 
This plan carries out that intention by creating a Department of Health, 
Education, and Welfare as one of the executive departments of the 
Government and by transferring to it the’ various units of the Federal 
Security Agency. The department will be headed by a Secretary of 
Health, Education, and Welfare, who will be assisted by an Under 
Secretary and two Assistant Secretaries. 

The purpose of this plan is to improve the administration of the 
vital health, education, and social security functions now being carried 
on in the Federal Security Agency by giving them departmental rank. 
Such action is demanded by the importance and magnitude of these 
functions, which affect the well-being of millions of our citizens. The 
programs carried on by the Public Health Service include, for example, 
the conduct and promotion of research into the prevention and cure 
of such dangerous ailments as cancer and heart disease. The Public 
Health Service also administers payments to the States for the support 
of their health services and for urgently needed hospital construction. 
The Office of Education collects, analyzes and distributes to school 
administrators throughout the country information relating to the 
organization and management of educational systems. Among its other 
functions is the provision of financial help to school districts burdened 
by activities of the United States Government. State assistance to the 
aged, the blind, the totally disabled, and dependent children is heavily 
supported by grants-in-aid administered through the Social Security 
Administration. The old age and survivors insurance system and child 
development and welfare programs are additional responsibilities of 
that Administration. Other offices of the Federal Security Agency are 
responsible for the conduct of Federal vocational rehabilitation programs 
and for the enforcement of food and drug laws. 

There should be an unremitting effort to improve those health, 
education, and social security programs which have proved their value. 
I have already recommended the expansion of the social security system 
to cover persons not now protected, the continuation of assistance to 
school districts whose population has been greatly increased by the 
expansion of defense activities, and the strengthening of our food and 
drug laws. 

But good intent and high purpose are not enough; all such 
programs depend for their success upon efficient, responsible adminis- 
tration. I have recently taken action to assure that the Federal 
Security Administrator’s views are given proper consideration in 
executive councils by inviting her to attend meetings of the Cabinet. 
Now the establishment of the new Department provided for in Re- 
organization Plan No. 1 of 1953 will give the needed additional 
assurance that these matters will receive the full consideration they 
deserve in the whole operation of the Government. 

This need has long been recognized. In 1923, President Harding 


proposed a Department of Education and Welfare, which was also to 
include health functions. 


In 1924, the Joint Committee on Reorgani- 
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zation recommended a new department similar to that suggested by 
President Harding. In 1932, one of President Hoover’s reorganization 
proposals called for the concentration of health, education and recrea- 
tional activities in a single executive department. The President's 
Committee on Administrative Management in 1937 recommended the 
placing of health, education and social security functions in a Depart- 
ment of Social Welfare. This recommendation was partially implemented 
in 1939 by the creation of the Federal Security Agency—by which 
action the Congress indicated its approval of the grouping of these 
functions in a single agency. A new department could not be proposed 
at that time because the Reorganization Act of 1939 prohibited the 
creation of additional executive departments. In 1949, the Commission 
on Organization of the Executive Branch of the Government proposed 
the creation of a department for social security and education. 

The present plan will make it possible to give the officials directing 
the Department titles indicative of their responsibilities and salaries 
comparable to those received by their counterparts in other executive 
departments. As the Under Secretary of an executive department, the 
Secretary’s principal assistant will be better equipped to give leadership 
in the Department’s organization and management activities, for which 
he will be primarily responsible. The plan opens the way to further 
administrative improvement by authorizing the Secretary to centralize 
services and activities common to the several agencies of the Department. 
It also establishes a uniform method of appointment for the heads of 
the three major constituent agencies. At present, the Surgeon General 
and the Commissioner of Education are appointed by the President 
and confirmed by the Senate, while the Commissioner for Social 
Security is appointed by the Federal Security Administrator. Hereafter, 
all three will be Presidential appointees subject to Senate confirmation. 

I believe, and this plan reflects my conviction, that these several 
fields of Federal activity should continue within the framework of 
a single department. The plan at the same time assures that the 
Office of Education and the Public Health Service retain the profes- 
sional and substantive responsibilities vested by law in those agencies or 
in their heads. The Surgeon General, the Commissioner of Education 
and the Commissioner of Social Security will all have direct access to 
the Secretary. 

There should be in the Department an Advisory Committee on 
Education, made up of persons chosen by the Secretary from outside 
the Federal Government, which would advise the Secretary with respect 
to the educational programs of the Department. I recommend the 
enactment of legislation authorizing the defrayal of the expenses of 
this Committee. The creation of such a Committee as an advisory body 
to the Secretary will help ensure the maintenance of responsibility 
for the public educational system in State and local governments while 
preserving the national interest in education through appropriate 
Federal action. 

After investigation I have found and hereby declare that each 
reorganization included in Reorganization Plan No. 1 of 1953 is 
necessary to accomplish one or more of the purposes set forth in section 
2(a) of the Reorganization Act of 1949, as amended. I have also found 
and hereby declare that by reason of these reorganizations, it is neces- 
sary.to include in the reorganization plan provisions for the appointment 
and compensation of the new officers specified in sections 1, 2, 3, and 4 
of the reorganization plan. The rates of compensation fixed for these 
officers are, respectively, those which I have found to prevail in respect 
of comparable officers in the executive branch of the Government. 

Although the effecting of the reorganizations provided for in the 
reorganization plan will not in itself result in immediate savings, the 
improvement achieved in administration will in the future allow the 
performance of necessary services at greater savings than present 
operations would permit. An itemization of these savings in advance 
of actual experience is not practicable. 

DWIGHT D. EISENHOWER 
The White House, 
March 12, 1593. 


REORGANIZATION PLAN NO. 1 OF 1953 
Prepared by the President and transmitted to the Senate and the House 
of Representatives in Congress assembled, March 12, 1953, pursuant 
to the provisions of the Reorganization Act of 1949, approved June 
20, 1949, as amended 


DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE 

Section 1. Creation of Department; Secretary.—There is hereby 
established an executive department, which shall be known as the 
Department of Health, Education, and Welfare (hereafter in this 
reorganization plan referred to as the Department). There shall be 
at the head of the Department a Secretary of Health, Education, and 
Welfare (hereafter in this reorganization plan referred to as the 
Secretary), who shall be appointed by the President by and with the 
advice and consent of the Senate, and who shall recerve compensation 
at the rate now or hereafter prescribed by law for the heads of 
executive departments. The Department shall be administered under 
the supervision and direction of the Secretary. 

Sec. 2. Under Secretary and Assistant Secretaries.—There shall 
be in the Department an Under Secretary of Health, Education, and 
Welfare and two Assistant Secretaries of Health, Education, and 
Welfare, each of whom shall be appointed by the President by and with 
the advice and consent of the Senate, shall perform such functions as 
the Secretary may prescribe, and shall receive compensation at the rate 
now or hereafter provided by law for under secretaries and assistant 
secretaries, respectively, of executive departments. The Under Secre- 
tary (or, during the absence or disability of the Under Secretary or 
in the event of a vacancy in the office of Under Secretary, an Assistant 
Secretary determined according to such order as the Secretary shall 
prescribe) shall act as Secretary during the absence or disability of 
the Secretary or in the event of a vacancy in the office of Secretary. 
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Sec. 3. Special Assistant.—There shall be in the Department a 
Special Assistant to the Secretary (Health and Medical Affairs) who 
shali be appointed by the President by and with the advice and consent 
of the Senate from among persons who are recognized leaders in the 
medical field with wide non-governmental experienée, shall review the 
health and medical programs of the Department and advise the Secretary 
with respect to the improvement of such programs and with respect to 
necessary legislation in the health and medical fields, and shall receive 
compensation at the rate now or hereafter provided by law for assistant 
secretaries of executive departments. 

Sec. 4. Commissioner of Social Security—There shall be in the 
Department a Commissioner of Social Security who shall be appointed by 
the President by and with the advice and consent of the Senate, shall 
perform such functions concerning social security and public welfare as 
the Secretary may prescribe, and shall receive compensation at the rate 
now or hereafter fixed by law for Grade GS-18 of the general schedule 
established by the Classification Act of 1949, as amended. 

Sec. 5. Transfers te the Department.—All functions of the Federal 
Security Administrator are hereby transferred to the Secretary. All 
agencies of the Federal Security Agency, together with their respective 
functions, personnel, property, records, and unexpended balances of 
appropriations, allocations, and other funds (available or to be made 
available), and all other functions, personnel, property, records, and 
unexpended balances of appropriations, allocations, and other funds 
(available or to be made available) of the Federal Security Agency, 
are hereby transferred to the Department. 

Sec. 6. Performance of Functions of the Secretary.—The Secretary 
may from time to time make such provisions as the Secretary deems 
appropriate authorizing the performance of any of the functions of 
the Secretary by any other officer, or by any agency or employee, 
of the Department. 

Sec. 7. Administrative Services.—In the interest of economy and 
efficiency the Secretary may from time to time establish central adminis- 
trative services in the fields of procurement, budgeting, accounting, 
personnel, library, legal, and other services and activities common to 
the several agencies of the Department; and the Secretary may effect 
such transfers within the Department of the personnel employed, the 
property and records used or held, and the funds available for use 
in connection with such administrative service activities as the Secre- 
tary may deem necessary for the conduct of any services so established: 
Provided, that no professional or substantive function vested by law 
in any officer shall be removed from the jurisdiction of such officer 
under this section. 

Sec. 8. Abolitions—The Federal Security Agency (exclusive of 
the agencies thereof transferred by section 5 of this reorganization 
plan), the offices of Federal Security Administrator and Assistant 
Federal Security Administrator created by Reorganization Plan No. I 
(53 Stat. 1423), the two offices of assistant heads of the Federal 
Security Agency created by Reorganization Plan No. 2 of 1946 (60 Stat. 
1095), and the office of Commissioner for Social Security created by 
section 701 of the Social Security Act, as amended (64 Stat. 558), 
are hereby abolished. The Secretary shall make such provisions as may 
be necessary in order to wind up any outstanding affairs of the Agency 
and offices abolished by this section which are not otherwise provided 
for in this reorganization plan. 

Sec. 9. Interim Provisions.—The President may authorize the 
persons who immediately prior to the time this reorganization plan 
takes effect occupy the offices of Federal Security Administrator, 
Assistant Federal Security Administrator, assistant heads of the 
Federal Security Agency, and Commissioner for Social Security to act 
as Secretary, Under Secretary, and Assistant Secretaries of Health, 
Education, and Welfare and as Commissioner of Social Security, 
respectively, until those offices are filled by appointment in the manner 
provided by sections 1, 2, and 4 of this reorganization plan, but not 
for a period of more than 60 days. While so acting, such persons 
shall receive compensation at the rates provided by this reorganization 
plan for the offices the functions of which they perform. 


BILLS IN CONGRESS 


HR. 8—Mr. Dingell of Michigan. Old-Age and Survivors 
Hospitalization Insurance Act. To amend the Federal Old-Age 
and Survivors Insurance System to provide insured aged per- 
sons and their dependents, and survivors of deceased insured 
persons, with insurance against the cost of hospitalization. 

HR. 9—Mr. Dingell of Michigan. To repeal section 3 (g) 
of the Social Security Act Amendments of 1952, thereby giving 
permanent effect to those provisions of such amendments which 
relate to the preservation of the Federal old-age and survivors 
insurance rights of individuals while they are permanently 
and totally disabled. 

HR. 10—Mr. Jenkins of Ohio. Individual Retirement Act 
of 1953. To encourage the establishment of voluntary pension 
plans by individuals. 

HR. 11—Mr. Keogh of New York. Same as HR. 10. 

HR. 23—Mrs. Rogers of Massachusetts. 
Department of Veterans’ Affairs. 


HR. 35—Mrs. Rogers of Massachusetts. To provide hos- 
pital care and medical treatment for certain disabled veterans. 
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HR. 54—Mrs. Rogers of Massachusetts. To authorize the 
appointment of doctors of chiropractic in the Department of 
Medicine and Surgery of the Veterans Administration. 

HR. 81—Mr. Keogh of New York. Work Opportunities 
for the Blind Act. “The term ‘blind person’ means a person 
having not more than 20/200 visual acuity in the better eye 
with correcting lenses, or visual acuity greater than 20/200 
but with a limitation in the fields of vision such that the 
widest diameter of the visual field subtends an angle no 
greater than twenty degrees. Such blindness shall be certified 
by a duly licensed physician skilled in the diseases of the 
human eye.” 

HR. 97—Mr. Burdick of North Dakota. To amend sec- 
tion 4 of the Universal Military Training and Service Act to 
extend to certain medical personnel credit for military service 
rendered in the armed forces of co-belligerent nations during 
World War II, and for other purposes. 

HR. 118—Mr. Coudert of New York. To assist indi- 
viduals to provide financial security upon retirement and to 
make provisions for surviving members of their families by 
allowing an income tax deduction for premiums paid on annuity 
and life insurance contracts. 

HR. 11S—Mr. Coudert of New York. To provide that 
certain amounts expended by individuals for the purchase of 
non-interest-bearing United States bonds may be deducted in 
computing net income, and for other purposes. 

HR. 120—Mr. Coudert of New York. Individual Retire- 
ment Act of 1951. To permit the postponement of income 
tax with respect to a portion of earned net income paid to 
a restricted retirement fund. 

HR. 173—Mr. Rivers of South Carolina. To provide 
hospitalization and medical care for dependents of members 
of the uniformed services, and for other purposes. 

HR. 218—Mr. Auchincloss of New Jersey. To provide 
for the deduction of subscription charges to certain prepay- 
ment health service plans for the purposes of the Federal 
income tax. 

HR. 247—Mr. Elliott of Alabama. To extend the Federal 
old-age and survivors insurance system to people in agri- 
culture, and for other purposes. 

HR. 250—Mr. Elliott of Alabama. School Health, Safety, 

and Physical Education Instruction Act of 1953. To authorize 
the appropriation of funds to assist the States and Territories 
in extending and improving their program of health instruc- 
tion, safety instruction, and physical education, for children 
of school age. 
' HR. 251—Mr. Elliott of Alabama. To provide that per- 
manently disabled individuals (including the blind) who are 
under sixty-five shall be entitled to the same tax treatment 
of their medical expenses as they would be entitled if they 
were sixty-five, to grant permanently disabled individuals an 
additional tax exemption, and for other purposes. 

HR. 258—Mr. Elliott of Alabama. To provide for re- 
search in child-life. 

HR. 261—Mr. Elliott of Alabama. To provide for the 
construction of certain Veterans Administration hospitals. 


HR. 285—Mr. Goodwin of Massachusetts. To amend the 
Internal Revenue Code so that the taxes imposed under the 
Federal old-age and survivors insurance system will not be 
imposed on account of service performed by individuals who 
have attained the age of sixty-five. 

HR. 300—Mr. Hoffman of Michigan. Department of 
Social Security and Education Act of 1953. To establish a 
Department of Social Security and Education in accordance 
with recommendations of the Commission on Organization of 
the Executive Branch of the Government. 

HR. 301—Mr. Hoffman of Michigan. Department of 
Health Act. To establish and to consolidate certain hospital, 
medical, and public functions of the Government in a Depart- 
ment of Health. 

HR. 303—Mr. Judd of Minnesota. To transfer the admin- 
istration of health service for Indians and the operation of 
Indian hospitals to the Public Health Service. 

HR. 339—Mrs. Rogers of Massachusetts. To extend for 
a period of two years the education and training benefits of 
the Servicemen’s Readjustment Act of 1944, as amended. 
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HR. 367—Mr. Auchincloss of New Jersey. To require a 
premarital examination of all applicants for marriage licenses 
in the District of Columbia. 

HR. 383—Mr. Byrd of West Virginia. To amend the 
Social Security Act to provide disability insurance benefits 
for totally disabled individuals. 

HR. 390—Mr. Celler of New York. Same as HR. 8. 

HR. 465—Mr. Kearns of Pennsylvania. Education Agency 
Act of 1953. To establish a Board of Education in the Federal 
Government and to define its organization, powers, and duties ; 
and for other purposes. 

HR. 402—Mr. Celler of New York. National Services 
for Disabled Persons Amendments of 1953. 

HR. 431—Mr. Eberharter of Pennsylvania. To enact the 
provisions preserving the social security insurance rights of 
disabled individuals which were contained in HR. 7800 of the 
Eighty-second Congress, as passed by the House of Repre- 
sentatives. 

HR. 476—Mr. Keating of New York. To permit Civil 
War veterans to receive hospital treatment in hospitals of 
their choice if Veterans Administration facilities are not 
available in their locality. 

HR. 482—Mr. Keating of New York. To provide for 
the credit of subscription charge or insurance premiums with 
respect to health or medical service plans or programs, or 
health or medical insurance for the purpose of the Federal 
income tax, and for other purposes. 

HR. 583—Mr. Rooney of New York. Authorizing Presi- 
dent to call conference of cancer experts. 

HR. 621—Mr. Smith of Wisconsin. To amend the Selec- 
tive Service Act of 1948 with reference to the deferment of 
registrants engaged in agricultural occupations or endeavors. 

HR. 633—Mr. Teague of Texas. To establish a Federal 
Board of Hospitalization. 


HR. 1026—Mr. Hale of Maine. To amend the Public 


Health Service Act to provide medical, surgical and dental 
treatment and hospitalization for certain officers and employees 
of the former Lighthouse Service. . 

HR. 1029—Mr. Hand of New Jersey. To provide for the 


deduction and credit of contributions or subscription charges 
to certain prepayment health service plans for the purposes 
of the Federal income tax, and for other purposes. 

HR. 1057—Mr. Patten of Arizona. Same as HR. 303. 

HR. 1217—Mr. Bartlett of Alaska. To govern the hos- 
pitalization of the mentally ill of Alaska, and for other 
purposes. 

HR. 1240—Mr. Cole of New York. To provide for the 
training of candidates for appointment as nurses in the military 
services. 

HR. 1222—Mr. 
Personnel Act. 

HR. 1232—Mr. Cole of New York. To amend title II 
of the Social Security Act to provide that individuals may 
elect not to receive old-age and survivors’ insurance coverage 
with respect to self-employment, and for other purposes. 

HR. 1235—Mr. Cole of New York. To provide for in- 
creased penalties for the sale or distribution of narcotics to 
persons under twenty-one years of age. 

HR. 1236—Mr. Cole of New York. To amend title II 
of the Social Security Act to provide that ministers may 
elect to receive old-age and survivors’ insurance coverage by 
treating service performed in the exercise of their ministry 
as self-employment, and for other purposes. 

HR. 1279—Mr. Multer of New York. To amend the 
Federal Employees’ Compensation Act to extend coverage to 
certain persons engaged in civil defense. 

HR. 1283—Mr. Multer of New York. To grant succession 
to the War Damage Corporation, and for other purposes. 

HR. 1436—Mr. Van Zandt of Pennsylvania. To provide 
every adult citizen in the United States with equal basic 
Federal insurance, permitting retirement with benefits at age 
sixty, and also covering total disability, from whatever cause, 
for certain citizens under sixty; etc. 

HR. 1534—Mr. Doyle of California. To insure proper 
review of disability status of persons discharged from the 
armed services. 


Brooks of Louisiana. Reserve Officer 
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HR. 1557—Mr. Javits of New York. To amend section 
22 (a) of the Internal Revenue Code to exclude pensions, 
retirement allowances, and annuity payments received because 
of disability arising solely out of employment. 

HR. 1590—Mr. Miller of California. To authorize, under 
regulations of the Civil Service Commission, the withholding, 
upon request, from compensation of Federal employees amounts 
for the payment of certain life and hospitalization insurance. 

HR. 1803—Mr. Buckley of New York. To provide for 
voluntary coverage under the Federal old-age and survivors 
insurance system for lawyers engaged in the practice of their 
profession. 

HR. 1817—Mr. Dingell of Michigan. National Health 
Insurance and Public Health Act. To provide a program of 
national health insurance and public health and to assist in 
increasing the number of adequately trained professional and 
other health personnel, and for other purposes. 

HR. 1830—Mr. McVey of Illinois. To increase the pen- 
alties for violation of certain narcotic laws. 

HR. 1841—Mrs. Rogers of Massachusetts. Extends fur- 
ther opportunity for GI training under Act of 1944. 

HR. 1869—Mr. Zablocki of Wisconsin. Amends section 
23 (x) of Internal Revenue Code relating to medical expenses, 
by adding the following: “The term ‘medical care,’ as used 
in this subsection, shall include amounts paid for transforma- 
tions, but only if the individual would (but for the wearing 
of a transformation) be seriously handicapped by the loss 
of hair in becoming, or continuing to be, gainfully employed 
or self-employed in his occupational field.” 

HR. 1979—Mr. Brown of Ohio. Extends President's 
power of departmental reorganization until April 1, 1955. 
Public Law #3, approved February 11, 1953. 

HR. 1984—Mr. Davis of Tennessee. Authorizing the 
appointment of X-ray technicians as commissioned officers in 
the Medical Corps of the Army and the Medical Corps of 
the Navy. 

HR. 1989—Mr. Davis of Tennessee. For the relief of 
certain pharmacists employed in the Veterans Administration. 

HR. 2000—Mr. Rhodes of Pennsylvania. To amend the 
Social Security Act to provide disability insurance benefits 
for permanently and totally disabled individuals. 

HR. 2070—Mr. Bailey of West Virginia. Amends Social 
Security Act to provide for permanent and total disability 
insurance benefits and rehabilitation services. 

HR. 2087—Mr. Elliott of Alabama. Repealing section 
3 (g) of Social Security Act Amendments of 1952 so as to 
give permanent effect to preservation of OASI insurance rights 
during permanent and total disability. 

R. 2096—Mr. Hagen of Minnesota. 
Federal Agency for Handicapped. 

HR. 2123—Mr. Miller of Nebraska. To provide for the 
treatment of users of narcotics in the District of Columbia. 

HR. 2147—Mr. Tollefson of Washington. To establish the 
Federal Agency for Handicapped, to define its duties, and 
for other purposes. 

HR. 2149—Mr. Van Zandt of Pennsylvania. 
HR. 2147. 

HR. 2150—Mr. Van Zandt of Pennsylvania. Extending 
OASI primary and survivors benefit rights during period of 
disability. 

HR. 2224—Mr. Arends of Illinois. Authorizes appoint- 
ment of a Chief of the Medical Service Corps of the Navy. 

HR. 2243—Mr. Dague of Pennsylvania. Amends Internal 
Revenue Code to remove limitations on deductions of medical 
and dental expenses. 

HR. 2244—Mr. Delany of New York. Amends Federal 
Food, Drug, and Cosmetic Act by providing for regulation 
of chemicals in cosmetics. 

HR. 2245—Mr. Delany of New York. Amends Federal 
Food, Drug, and Cosmetic Act for regulation of chemical 
additives in food. 


HR. 2249—Mr. Elliott of Alabama. Amends Social 
Security Act to permit ministers to elect self-employment 
coverage under OASI. 

HR. 2253—Mr. Elliott of Alabama. Authorizes President 
to call conference of cancer experts. 
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HR. 2284—Mr. Klein of New York. Authorizing special 
postage stamp in honor of Doctor Elizabeth Blackwell, first 
woman doctor of medicine. 

HR. 2290—Mr. Morrison of Louisiana. Amends Public 
Health Service Act to establish National Institute for 
Poliomyelitis. 

HR. 2300—Mr. Rhodes of Pennsylvania. 
Federal Agency for Handicapped. 

HR. 2324—Mr. Short of Missouri. To provide for the 
interservice transfer of commissioned personnel of the Army, 
Navy, Air Force, and Marine Corps. 

HR. 2329—Mr. Short of Missouri. To authorize the 
Army Medical Service Graduate School to award master of 
science and doctor of science degrees in medicine, dentistry, 
veterinary medicine, and in the biological sciences involved in 
health services, and for other purposes. 

HR. 2332—Mr. Short of Missouri. Requires annual review 
of military personnel requirements. Favorably reported to 
House February 18, 1953. 

HR. 2342—Mr. Wier of Minnesota. 
Agency for Handicapped. 

HR. 2346—Mr. Withrow of Wisconsin. Same as HR. 2342. 

HR. 2446—Mr. Angell of Oregon. Pay-as-you-go Social 
Security Act. 

HR. 2447—Mr. Secrest of Ohio. Same as HR. 2446. 

HR. 2449—Mr. Bailey of West Virginia. To establish a 
Bureau of Clinics for the treatment of chronic alcoholics and 
narcotics addicts. 

HR. 2463—Mr. McCormack of Massachusetts. Establishes 
Federal Agency for Handicapped. 

HR. 2519—Mr. Chudoff of Pennsylvania. Same as HR. 
2463. 

HR. 2692—Mr. Camp of Georgia. Individual Retirement 
Act of 1953 to encourage the establishment of voluntary pen- 
sion plans by individuals. 

HR. 2693—Mr. Chiperfield of Illinois. Requesting Presi- 
dent to call conference of cancer experts. 

HR. 2708—Mr. Fino of New York. To extend the Fed- 
eral old-age and survivors insurance system to individuals 
engaged in the practice of law. 

HR. 2718—Mr. Heller of New York. To create the 
United States Medical and Dental Academy. 

HR. 2756—Mr. Seeley-Brown of Connecticut. To provide 
more equitably for the medical care of dependents of per- 
sonnel of the Coast Guard under certain circumstances. 

HR. 2769—Mr. Wolverton of New Jersey. Clarifying 
Federal Food, Drug, and Cosmetic Act to permit Government 
to make factory inspection. 

HR. 2838--Mr. Elliott of Alabama. To establish a pro- 
gram of financial aid to students in higher education, and for 
other purposes. 
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HR. 2862—Mrs. Rogers of Massachusetts. Establishes 
Federal Board of Hospitalization. 
HR. 2933—Mr. Boggs of Louisiana. Amends Social 


Security Act to permit persons sixty-five years of age and over 
to elect not to receive OASI coverage with respect to self- 
employment. 

HR. 2955—Mr. Judd of Minnesota. Amends Doctor Draft 
Act to give credit for all periods of active duty during World 
War II. 

HR. 2980—Mrs. Rogers of Massachusetts. Provides that 
the Chief Medical Director of the Veterans Administration 
shall make available to all veterans entitled to out-patient eye 
care the services of qualified optometrists. 

HR. 2987—Mr. Teague of Texas. 
Training Corps Act. 

HR. 3177—Mr. Kelley of Pennsylvania. Establishes Fed- 
eral Agency for Handicapped. 

HR. 3171—Mr. Harris of Arkansas. Extends Hill-Burton 
Law for an additional five years. 

HR. 3182—Mr. Miller of Nebraska. Creates Department 
of Health and Welfare. 

HR. 3291—Mr. Celler of New York. Establishes Federal 
Agency for Handicapped. 

HR. 3307—Mr. Miller of Nebraska. To provide for the 
treatment of users of narcotics in the District of Columbia. 


National Security 
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HR. 3313—Mr. Rodino of New Jersey. 
mission on Old-Age and Retirement Benefits. 

S. 33—Mr. McCarran of Nevada. To provide for the 
care of members of the Coast Guard and their dependents in 
naval hospitals in certain cases. 

S. 70—Mr. Young of North Dakota. Amends Selective 
Service Act Doctor Draft portion to extend credit for services 
rendered during World War II in the armed forces of 
co-belligerent nations. 

S. 93—Mr. Hill of Alabama, for himself, and Mr. Aiken 
of Vermont. Voluntary Health Insurance Act. 

S. 132—Mr. Thye of Minnesota, for himself, and Mr. 
Butler of Nebraska. Transfers health services for Indians 
and operation of Indian hospitals to the Public Health Service. 

S. 107—Amendment introduced to S. 107 by Mr. Hill of 
Alabama and others to provide that fund from oil from 
submerged lands be used for education purposes. 

S. 156—Mr. Langer of North Dakota. Creates national 
epilepsy institute in Public Health Service. 

S. 157—Mr. Langer of North Dakota. Provides loans to 
individuals for college education. 

S. 188—Mr. Neely of West Virginia. Requests President 
to call conference of cancer experts. 

S. 197—Mr. Bridges of New Hampshire. Grants Congress 
consent to inter-state compact of Maine, New Hampshire and 
Vermont for joint construction and operation of buildings and 
institutions “necessary to satisfy human needs in the fields 
of education, hospitalization, welfare, and correction.” 

S. 340—Mr. Langer of North Dakota. To provide ma- 
ternity leave for Government employees. 

S. 461—Mr. Humphrey of Minnesota. To amend the 
Public Health Service Act to provide an emergency five-year 
program of grants and scholarships for post graduate education 
in the field of public health. 

S. 512—Mr. Dirksen of Illinois. To amend the penalty 
provisions applicable to persons convicted of violating certain 
narcotic laws, and for other purposes. 

S. 601—Mr. Humphrey of Minnesota. Clarifying Federal 
Food, Drug, and Cosmetic Act to permit Government to make 
factory inspection. 

S. 605—Mr. Salstonstall of Massachusetts, and others. 
National Security Training Corps Act. 

S. 753—Mr. Capehart of Indiana. Emergency Stabilization 
Act of 1953. 

S. 755—Mr. Beall of Maryland. To provide for the treat- 
ment of users of narcotics in the District of Columbia. 

’S. 835—Mr. Smith of New Jersey. Same as S. 601. 

S. 932—Mr. Hunt of Wyoming, for himself and Mr. Hen- 
drickson of New Jersey. Relating to veterinary corps of the 
Army Medical Service. 

S. 967—Mr. Taft of Ohio, for himself and Mr. Hill of 
Alabama. Extends Hill-Burton Law an additional five years. 

S. 977—Mr. Smith of New Jersey, for himself and Mr. 
Aiken of Vermont. Amends National Science Foundation Act 
to remove $15,000,000.00 ceiling on annual appropriations. 

S. 994—Mr. Salstonstall and others. Local Public Health 
Units Act of 1953. 


S. 1052—Mr. Humphrey of Minnesota. Authorizes loan 
to voluntary non-profit health services associations. 

HJ. Res. 166—Mr. Hinshaw of California. To establish a 
Joint Committee on Science. 

HJ. Res. 179—Mr. Javits of New York. Designates Feb- 
ruary of each year as American Heart month. 

H. Res. 20—Mr. Heselton of Massachusetts. 
Select Committee on Problems of the Aging. 


H. Res. 57—Mr. Multer of New York. Creates com- 
mittee to study and investigate the operation of accident, 
health and hospitalization insurance companies, associations, 
societies, and funds and their problems and the possible expan- 
sion and improvement of such insurance, and all the factors 
entering into all thereof. 

H. Res. 97—Mr. Whitten of Mississippi. Creates select 
committee to investigate use of facilities and man power by 
the Department of Defense and by other departments and 
agencies of the government. 


H. Res. 140—Mrs. Kelly of New York. Creates select 
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committee to investigate medical and hospital facilities and 
related activities of the Veterans Administration. 

H. Res. 141—Mr. Jonas of Illinois. Creates select com- 
mittee to investigate problems of selecting and inducting into 
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the armed forces of physically defective persons. 

S. J. Res. 41—Mr. Langer of North Dakota. Authorizes 
special postage stamp to commemorate Doctor Daniel David 
Palmer, Founder of Chiropractic. 


Current Medical Literature 


JOURNAL OF THE AMERICAN GERIATRICS 
SOCIETY 


Interest in and a study of the aging process is rapidly 
producing a medical literature of its own that is exceeding in 
amount and importance the literature of the opposite medical 
pole, that of pediatrics. January, 1953, marked the appearance 
of an important periodical in the new field, the official Journal 
of the American Geriatrics Society, published by Williams & 
Wilkins Co. The new periodical is in the best tradition of 
modern medical publication—good quality paper, readily read- 
able type, and a conservative but appealing makeup. The fine 
reputation of its publishers as producers of high-grade medical 
texts is a sufficient guarantee of the Journal’s continued 
mechanical excellence. 

Life expectancy at birth has increased so tremendously 
that on April 1, 1950, there were 16. million people aged 65 
and over in the United States. Once the individual has reached 
65 he may expect to live only 14% years more than he could 
have expected at age 65 in 1900. The disease processes are 
no less active in middle life than they were in the past, and 
the number of people that are to be taken care of in that age 
period has doubled (in 1906, 4 per cent, today over 8 per cent). 
And the work of the geriatrician starts with his patients 
before they are aware of their state, for geriatrics begins at 
40. The new specialty, therefore, is more than a specialty, it is 
the forced concern of every general practitioner, and a matter 
to which specialists in any field must give their attention. Such 
a journal as this, therefore, becomes indispensable to the 
physician who prides himself upon his knowledge of medical 
advance. 

The first issue contains several relatively short, informa- 
tive, and well-written articles, covering a variety of subjects. 
They are properly scientific in type but eminently practical in 
application. A subscription to this periodical is recommended 
to those osteopathic physicians who do a general practice or 
who are especially interested in this specialty. 


AN BvALUeriee OF ACTH AND CORTISONE 
IN DERMATOLOGIC PATIENTS 

Victor D. Newcomer, M.D., and his associates present 
their experience in treating various dermatologic disorders 
with ACTH and cortisone in American Practitioner, Novem- 
ber, 1952. Their report covers treatment of 71 patients with a 
variety of unrelated systemic diseases having dermatologic 
manifestations and some stperficial dermatoses which do not 
respond to conventional treatment. 

The majority of patients showed excellent clinical improve- 
ment when given ACTH or cortisone. Favorable response 
usually was evident within 2 to 4 days, and maximum im- 
provement was reached within 2 to 3 weeks. As long as one 
of the hormones was being administered, remissions could be 
maintained, but in most patients, relapse occurred within 1 
to 2 weeks after the therapy was stopped. Although various 
methods of discontinuing treatment were tried, such as sudden 
withdrawal, gradual tapering-off, prolonging therapy for 2 to 4 
months after remission was established, maintaining minimum 
effective doses along with conventional therapy, and administer- 
ing ACTH for 1 or 2 weeks following cortisone, relapse always 
followed. Except for a few cases, the clinical improvement 
effected by cortisone and ACTH did not influence the future 
course or severity of these diseases. 

Both intramuscular and oral doses 
effective but the latter required slightly 


of cortisone were 
larger and more 


frequent doses than did the parenteral method. Twelve of the 
patients did not improve with daily cortisone therapy given 
for at least two weeks or longer. Cortisone ointment also 
proved generally ineffective as improvement was noted in only 
2 of 12 patients so treated. However, several of these patients 
later responded to systemic cortisone. 

Among the numerous serious side effects that developed 
during the ACTH and cortisone treatment were euphoria, moon 
facies, hyperpigmentation, and pitting edema of the lower 
extremities. Of four patients who developed serious infections 
while receiving the hormones, three, including one case each 
of miliary tuberculosis, active tuberculous pneumonitis, and 
disseminated mycotic infection, subsequently died. The fourth 
patient developed an acute pneumonic process which persisted 
even after cortisone was withdrawn. Two other patients 
showed symptoms of peptic ulcer for the first time during 
the treatment. In one case, relief was obtained by ulcer 
regimen with continuation of cortisone, but in the other, 
symptoms remained even after cortisone was discontinued. 


Since use of ACTH and cortisone produced so many 
undesirable side effects (also reported by other investigators) 
and, except in a few cases, did not have any lasting or cura- 
tive effects in the various chronic dermatologic conditions, it 
was concluded that they should be used chiefly for diseases 
endangering the patient’s life, hampering his ability to lead a 
useful life, or where all other therapy has been ineffective. 


EVALUATION OF EXPOSURE TREATMENT OF BURNS 


The basic principle of the exposure method for treating 
burns is the formation of an eschar over the burned area. 
This occurs within 18-36 hours after the area is exposed to the 
air. The eschar provides a natural, theoretically sterile dressing 
which, as long as it remains unbroken, protects the injured 
area from contamination and infection during healing in first 
and second degree burns, or until skin grafting is performed 
in third degree burns. Use of this treatment in a series of 
30 consecutive cases is reported and compared with the occlu- 
sive dressing method by William S. Kiskadden, M.D., and 
Sanford R. Dietrich, M.D., in California Medicine, December, 
1952. In this series, the exposure treatment was carried out 
with the attempt to simulate conditions of mass treatment 
such as would be applied by the average doctor when adequate 
personnel and materials were not available. 


After antishock therapy was instituted, treatment consisted 
of very simple cleansing of the burned area, and placing the 
patients in bed in an open ward where the burns were exposed 
to the air. No covering except a sheet supported by a metal 
frame protected the burns while eschars formed. Penicillin 
was given in daily doses of 300,000 to 600,000 units. 


In the 16 cases of first and second degree burns, eschars 
formed in 18 to 36 hours and in 7 to 18 days gradually sepa- 
rated and fell off, showing complete epithelial regeneration. 
Despite the fact that many of the eschars developed cracks, 
complete, natural healing was effected in all cases. There 
was no total skin destruction resulting from infection of an 
area of partial skin loss. 


Although ideally the eschar should remain intact for 3 
weeks in treatment of third degree burns, cracking usually 
occurred by the fourteenth to sixteenth day in the 14 cases of 
this study. Since the eschars could not be reformed satisfac- 
torily, wet occlusive dressings were applied for 2 to 4 days 
which which skin grafting was performed. Here also, signs 
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of infection were absent as long as the eschar remained intact. 
In most cases body temperature remained normal during 
treatment. 


The method is most useful in burns of one surface of the 
body, and especially on the face and perineum, where occlusive 
bandaging is difficult. It should not be used for encircling 
burns of the trunk and extremities as adequate eschars can- 
not be obtained in these areas. Infants and children should 
be hospitalized during treatment but older children and adults 
with minor burns can be treated outside the hospital. Although 
a properly applied occlusive bandage remains the best dressing 
for burns, the exposure treatment appears to be satisfactory 
for mass treatment of burn victims with a minimum of 
equipment and personnel. 


HIDDEN OR UNSUSPECTED BRONCHIECTASIS IN THE 
ASTHMATIC PATIENT 


Bronchiectasis is marked by the classical symptoms of 
cough, hemoptysis, and production of purulent sputum. This 
constant irritation of the bronchial system superimposed upon 
an asthmatic condition produces chronic bronchospasm which 
in turn aggravates the bronchiectasis. Richard H. Overholt, 
M.D., James H. Walker, M.D., and Francis M. Woods, M.D., 
discuss the incidence and treatment of this problem in the 
October 4, 1952, Journal of the American Medical Association. 

Bronchiectasis occurs in asthmatic patients more often 
than suspected, and in 35 to 50 per cent of cases affects both 
lungs. Clinical diagnosis of bronchiectasis in an asthmatic 
person may be difficult because of anatomic abnormalities 
which are confusing both acoustically and visually in roent- 
genograms. However bronchography usually yields a satisfac- 
tory bronchial pattern for diagnosis. In 75 asthmatic patients, 
bronchography revealed 27 cases of bronchiectasis. 

Manifestations of bronchiectasis evident by bronchography 
include reduction of the caliber of the bronchial branch in 
one segment or zone of the lung, absence of fine branching 
in the terminal portion of the affected segment, lack of foliage 
in the same area, slow diffusion of contrast media in the 
affected segments, presence of bubbles, unchanged caliber of 
the inflated bronchus during respiration, and the almost com- 
plete immobility of the bronchial tree in the affected area. 

Preferred treatment of bronchiectasis is by surgical exci- 
sion of the diseased segment, with conservation of all normal 
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tissue. The authors present four case histories of asthmatic 
patients who responded favorably to segmentectomy. Of the 
total of 27 asthmatic patients found to have bronchiectasis, 26 
were treated by surgical excision of the diseased tissue. In one 
patient the disease was too extensive for removal. Two 
patients who suffered postoperative infection were not im- 
proved, but 20 of the 26 were greatly improved and only 
7 still required bronchodilator drugs. 


DANGERS OF EMERGENCY OCCLUSIVE DRESSING 
IN SUCKING WOUNDS OF THE CHEST 

Prompt closure is the emergency treatment for perforating 
wounds of the chest. However, the possibility is always 
present that after occlusive dressing has been applied to 
such a wound, a tension pneumothorax may occur. Although 
standard texts stress the importance of immediate closure, 
they often fail to deal with tension pneumothorax in relation 
to it. The dangers of occlusive dressing and a case report 
are presented by B. W. Haynes, Jr., M.D., in the December 
6, 1952, Journal of the American Medical Association. 


A 22-year-old white man was admitted to the hospital 
in a state of shock after receiving a chest wound in a knife 
fight. A 12 cm. laceration in the sixth intercostal space 
anteriorly on the right, which produced a sucking sound on 
inspiration and expiration, was closed immediately with an 
occlusive gauze, sponge, and adhesive plaster dressing. Shock 
therapy was instituted. About % hour later the patient became 
dyspneic, cyanotic, and agitated. Distinct hyperresonance was 
evident on the right side of the chest and the trachea shifted 
to the left. The patient improved immediately when the 
occlusive dressing was removed and air gushed from within 
the chest. A catheter was placed in the chest, surrounded by 
an occlusive bandage, and attached to a water-sealed drainage 
apparatus. Definite wound therapy was done, and a second 
operation was performed for secondary hemorrhage into the 
chest cavity on the right side a day later. The patient’s 
recovery was uneventful and he left the hospital on the ninth 
postoperative day. 

Recognition of the common coincidence of these conditions 
has also resulted in the designing of an occlusive dressing 
into which a flutter valve is inserted to relieve intrathoracic 
pressure. However the author recommends the catheter and 


water drainage apparatus inasmuch as it will collect blood 
as well as air. 
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HUMMEL. By E. 
1952. 

Every doctor who must take his high adventure vicari- 
ously—and who of us does not—will be thrilled by the 
experiences set down in this story of an 85 day journey in a 
Chinese junk from Shanghai, across the Pacfiic into the Los 
Angeles harbor. But the thrill of osteopathic physicians will 
be a double one, for the author is a fellow physician—COPS 
*33. As his colleagues, we feel pride in his triple achievement, 
a world traveler and sea captain, a successful author, and an 
able osteopathic physician. 

The nautically minded will know that a Chinese junk 
is a tiny native sailing vessel of the type which has plied the 
harbor waters of the far eastern seas for centuries. Flat- 
bottomed, high-sterned, with square bows and masts typical 
of such craft, this particular 36-foot cockleshell (as the doctor 
calls the Hummel Hummel) carried no auxiliary engine. Its 
crew consisted of the doctor, his Nisei wife, and two white 
Russian boys. There was a minimal food supply for 5 
months—and 500 gallons of fresh water; bare essentials for 
living—ahead, the broad Pacific. 

The trip had its origin in a project far from foolhardy— 
yet challenging. Several months before the doctor and his 
bride set out in a simple but proper manner for a trip to 


Allen Petersen. Vantage Press, 


remember, which was to include medical research in the back 
provinces of China. Scarcely in the Orient, the Petersens 
found themselves smack up against an undeclared war, the 
Sino-Japanese conflict in 1938. The world was first beginning 
to come apart at the seams, but that was little known then. 
Yet the doctor and his wife found that ordinary traveling and 
contemplated research were at an end. Funds sufficient for 
peace time would not outlast a war. Escape became a neces- 
sity, escape for survival. Sailing blood from Petersen’s sea 
captain grandfather, a boyhood dream of charting his own 
course across the Pacific, and the suggestion of a bold captain- 
friend, long in the East, combined to offer a way out. Two 
hundred and fifty United States dollars, a brave and imagina- 
tive wife, and the courage of his pioneer forebears transformed 
a doctor into a sea captain. 

Buy the book and read it! Even the brief news recital 
of the journey in 1938 made the newspapers, the magazines, 
and the radio from coast to coast. The Petersens were hailed 
as the new Magellans. 

The doctor and his bosun-wife had not had enough, and a 
few months later, in the reconditioned Hummel Hummel, théy 
sailed down the west coast of the United States, Central and 
South America, and back westward through the South Pacific 
islands. By this time they had chalked up 17,000 miles of sea 
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travel, World War II had begun, and Hummel Hummel had 
come to the end of her voyaging. That story is told in a book 
in which the valiant little craft lives again. And in it, too, is 
the ancient but ever new saga of man against the sea. The 
photographs are numerous and vivid, and give concreteness 
to a sparkling story. 

Allen and Tani are back in their California home, and he 
is in his office again. They will come into your home and tell 
their story for you. They are of your family. Invite them. 


SURGERY AND THE ENDOCRINE SYSTEM. Physiologic 
Response to Surgical Trauma—Operative Management of Endocrine 
Dysfunction. By James D. Hardy, M.D., F’A.C.S., Assistant Professor 
of Surgery, University of Tennessee Medical College. Cloth. Pp. 153, 
with illustrations. Price $5.00. W. B. Saunders Company, West 
Washington Square, Philadelphia 5, 1952. 

The first objective in writing this book, according to the 
author, “has been to outline the mechanism by which the 
patient survives injury, and to attempt to clarify for the 
general surgeon ways in which certain recent advances in 
physiology affect surgical care.” The second objective of the 
book “has been to present the facts and procedures which 
we consider most useful in the management of surgical diseases 
of the endocrine organs.” 

The first chapter of this monograph which is devoted 
to a resume of the alarm reaction, and the pre-eminent roles 
of the adrenals, thyroid, and pituitary are sketched against 
the general background of the metabolic reaction to injury. 
Chapter 2 deals with the great influence which the hormones 
exercise in the regulation of the metabolism of body fluids 
and in shock. In the third chapter, physiologic aspects of 
nutrition and certain ways in which the nutritional status 
of the patient may affect his capacity to withstand trauma 
are discussed. The fourth chapter deals with the physiologic 
basis of early ambulation; the fifth with the endocrinology 
of surgical infections, thermal burns, tissue repair, and neo- 
plasma; and the sixth with endocrine therapy in surgical 
patients. Chapters 7 through 11 are devoted to surgical 
problems related to the thyroid, parathyroids, pancreas, 
adrenals, pituitary, thymus, and gonads. 

This illustrated and indexed volume covers a wide variety 
of subjects, many of which are closely interrelated, and all 
of which are of daily concern to the surgeon. It is warmly 
recommended. 


THE UNITED STATES PUBLIC HEALTH SERVICE. 1798- 
1950. By Ralph Chester Williams, M.D., Assistant Surgeon General, 
United States Public Health Service, Washington, D. C. Cloth. Pp. 
890, with illustrations. Price $7.50. Commissioned Officers Association 
of the United States Public Health Service Incorporated, P. O. Box 
5874, Bethesda 14, Maryland, 1951. 

This is the total story of the Public Health Service, a 
history that is but a few years short of the life of the Republic 
itself. At a time when there has been much loose talk about 
bureaucracy, with little praise for men and women who have 
carried on the necessary tasks of government, it is heartening 
to trace this 152-year life of a career service, dedicated to 
preserving the health of the people. And this the Public Health 
Service has done singularly untouched by politics, even though 
it has been constantly exposed to the buffeting of political 
action, for its policies are largely determined by the Congress 
of the United States. Wisely, our chief governing body has 
seen fit to permit the Service to develop in accordance with the 
nation’s growing needs. If there have been times when the 
interest of Congress in public health seemed to lag, at least 
it did not hinder the agency in carrying out its role. The 
development of the Service in the last 20 years has been 
noteworthy. 


The contribution of the Public Health Service in wartime 
—first rendered in the War of 1812—has been an increasing 
one in war-after war, extending through World War II. With 
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the surrender of Japan, the Service was given a special mission 
to that nation, where it studied the effects both of aerial attacks 
and of atomic bombing. The development of the seven National 
Institutes of Health, responsible for basic research in the 
causes, prevention, diagnosis, and treatment of diseases, is 
illustrative of the positive contribution of the Service to modern 
medicine. The National Cancer Institute and the National 
Heart Institute have made teaching grants to our osteopathic 
colleges. The U.S.P.H.S. cooperates broadly with the osteo- 
pathic profession. 


The author of this history is a devoted career officer of 
the Service and should have credit for producing an interesting 
text. There is a wealth of photographic material of historical 
value, lending interest to this dignified presentation of a note- 
worthy chapter in the nation’s life. Publication of the book 
was sponsored by the Commissioned Officers Association of the 
United States Public Health Service. 


Within this recital of fact is the finest tradition of medi- 
cine and source material of high drama. The dedication 
reveals this, made as it is 

. to those men and women of the Public Health Service who have 
given their lives in line of duty and to those who, through the past one 
hundred and fifty years, at the bedside of patients, at lonely quarantine 
stations, in raging outbreaks of epidemic diseases, in research labora- 
tories, in time of peril and public disaster, at far-flung field outposts, 
and at administrative desks, have given so liberally and unselfishly of 
their loyal efforts. Honor to the humble and to the great! 


DIAGNOSTIC AND EXPERIMENTAL METHODS IN TUBER- 
CULOSIS. By Henry Stuart Willis, M.A., M.D., F.A.C.P., Superin- 
tendent and Medical Director, North Carolina Sanatoria, McCain, 
North Carolina, Consultant, United States Public Health Service, For- 
merly, Associate in Medicine, The Johns Hopkins University, and 
Visiting Physician, The Johns Hopkins Hospital, Baltimore, Maryland, 
Formerly, Superintendent and Medical Director, Maybury Sanatorium, 
Northville, Michigan, and Martin Mare Cummings, M.D., F.C.C.P., 
Director, Tuberculosis Research Laboratory, Lawson Veterans Admin- 
istration Hospital, Veterans Administration, Chamblee, Georgia, In- 
structor in Medicine, Emory University School of Medicine, Atlanta, 
Georgia, Consultant, United States Public Health Service, Formerly, 
Director, Tuberculosis Evaluation Laboratory, Communicable Disease 
Center, United States Public Health Service, Atlanta, Georgia. Ed. 2. 
Cloth. Pp. 373, with illustrations. Price $10.00. Charles C Thomas, 
Publisher, 301 E. Lawrence Ave., Springfield, Ill., 1952. 

According to the publishers, any fourth-year medical 
student can diagnose 80 per cent or more of all diagnosable 
cases of pulmonary tuberculosis by using the simple and well- 
tried maneuvers discussed in this book. Because of the great 
advances, particularly in diagnostic methods and chemotherapy, 
that have come about since the first edition appeared in 1928, 
the second edition has been almost completely rewritten. It 
covers minimal basic knowledge and historic background for 
tests and methods, and fills the need of adequate and repre- 
sentative information on the essential features of the laboratory 
approach to tuberculosis. At the beginning of this practical 
book, a brief treatise is presented on the secretions, excretions, 
and fluids of the tuberculous body; one section discusses the 
tubercle bacillus and ways of its detection and cultivation; 
another part deals with the related clinical and laboratory 
methods which includes the use of tuberculin, BCG vaccine, 
and chemotherapy; and, finally, several chapters on experi- 
mental methods are given. An extensive bibliography, author 
and subject indexes, and numerous tables, pictures, and draw- 
ings add to the comprehensiveness of this valuable work. 


UROLOGICAL PATHOLOGY. <A Complete Two-Volume Presen- 
tation. By Peter A. Herbut, M.D., Professor of Pathology, Jefferson 
Medical College and Director of Clinical Laboratories, Jefferson Medical 
College Hospital, Philadelphia, Pennsylvania. Vol. I and II. Cloth. 
Pp. 1222, with illustrations. Price $24.00. Lea & Febiger, Washington 
Square, Philadelphia 6, 1952. 


Volume I deals first with the embryology of the urinary 
system, and then with diseases of the urethra, bladder, ureters, 
and kidneys, while the second volume is devoted to the 
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adrenals, the embryology of the male genital system, and 
diseases of the male reproductive organs. Each disease is 
discussed in relation to definition, distribution, course, gross 
appearance, spread (in connection with tumors), complica- 
tions, clinicopathologic correlation, diagnosis, treatment, and 
prognosis. The author wisely confines this work to disorders 
generally included in the specialty of urology and presents it 
from a regional point of view. Diseases are considered as 
separate entities in each of the components of the genito- 
urinary system. This is considered to be the most practical 
method from the standpoint of convenience, regardless of the 
specialty of the reader. 

Because of their concise and practical contents, these 
volumes will be of great value to general practitioners, sur- 
geons, gynecologists, urologists, and medical students. In 
spite of the complicated subject, the books are written with 
clarity. Frequent subtitles help to identify the subject under 
discussion. The two volumes contain more than 1,200 pages 
and 527 illustrations, including two in color, and are com- 
pletely indexed. The type face is easy to read, the grade of 
the paper is high, and the binding handsome. References, 
presented after each chapter, are divided into physiology, 
anatomy, congenital anomalies, inflammations, tumors, and 
mechanical disturbances. 


THE PHYSICIAN As Man of Letters, Science and Action. By 
Thomas Kirkpatrick Monro, M.A., M.D., LL.D., Emeritus Regius Pro- 
fessor of Practice of Medicine in the University of Glasgow; Honorary 
Fellow of the Royal Faculty of Physicians and Surgeons, Glasgow; 
Honorary Member of the Royal Medico-Chirurgical Society of Glasgow; 
Honorary Member of the Association of Physicians of Great Britain 
and Ireland. Ed. 2. Cloth. Pp. 259, Price $4.50. The Williams & 
Wilkins Company, Mt. Royal & Guilford Aves., Baltimore, 1951. 

Physicians who make forays into fields foreign to medicine, 
occasionally abandoning the profession, have long intrigued 
certain of their own colleagues. These individuals have also 
possessed more than usual interest to laymen, who so often 
consider doctors a special genus. This volume, now in its 
second edition, has been revised by the addition of one-third 
more names. No living persons are included in these sketches. 

The book grew out of a hobby of its author, a distin- 
guished Scottish physician, who is but one of the many who 
through the centuries have recognized that medicine may serve 
a superior mind as a door to other achievements. 


The author classifies the subjects for his biographic 
study into two groups: those, who having trained as doctors, 
left their profession but became noted for their contributions 
elsewhere than to medicine, and those who were students of 
medicine but who never “qualified.” He lists seventeen of the 
latter. 


Twenty-two categories are required to classify those 
doctors who came to distinction in fields other than medicine. 
It is a varied list, and includes such diversities as the Church 
and Crime, Saints and Explorers, Poetry and Piracy. Big 
business, as yet, has no representatives. 


The selection, as might be expected, is heavily British, and 
many of these are relatively obscure people. The book does 
have a section devoted to Americans and Europeans who were 
doctors first. This reviewer’s candidate for the most note- 
worthy omission is Havelock Ellis, distinguished British 
philosopher and literary critic. 


Even a casual survey of the volume presents indubitable 
evidence of the author’s premise that the field of medicine 
over the centuries has attracted many of the finest minds in 
Christendom, even if they did not always remain physicians. 
Acquaintance with these figures of the past, with their breadth 
of interest and learning, substantiates the unquestioned position 
which medicine once occupied in the great circle of the 
humanities. 


Medicine’s presently accepted exclusion from this circle 
is not due so much to the usurpation of the curriculum by 
basic sciences as it is the result of the highly technical pre- 
medical and medical training characteristic of this field of 
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American professional education. Hence, some future compila- 
tion such as this may find fewer doctors eligible for its lists. 


The title of this volume will attract its natural readers 
and these favored ones will not be disappointed in the book 
itself. Herein life has looked at the doctor and found him 
worthy of its highest meed; even crime and piracy brought 
their own reward. 


PRINCIPLES OF REFRACTION. By Sylvester Judd Beach, 
A.B., M.D., F.A.C.S., Consultant, Staff Maine Eye and Ear Infirmary; 
Chief Ophthalmologist, Portland City Hospital; Member of Staff, Maine 
General Hospital; Past President, Portland Medical Association and 
New England Ophthalmological Society; Council, National Society Pre- 
vention of Blindness; Co-Founder, Ophthalmological Study Council; 
Member of Council, Academy Ophthalmology and Oto-Laryngology; 
Chairman, Section of Ophthalmology, A.M.A.; Past President, American 
Ophthalmological Society; Past Secretary and Emeritus Member, Ameri- 
can Board of Ophthalmology. Cloth. Pp. 158, with illustrations. Price 
$4.00. The C. V. Mosby Company, 3207 Washington Blvd., St. Louis 
3, 1952. 

The busy man who wants a better understanding of re- 
fraction and of office routines for determining refractive errors 
could profitably read this little book. Dr. Beach was for many 
years a lecturer before university classes and medical meetings. 
He has brought to his book the simplicity of approach and the 
conversational style of the successful speaker. Of particular 
interest to the nonspecialist are the first two chapters, on 
practical optics and refractive errors, and the last chapter, on 
ocular neuroses. The intervening material deals with records, 
retinoscopy, the routine of subjective refraction, cycloplegic 
refraction, and the treatment of ametropia. 


TEXTBOOK OF REFRACTION. By Edwin Forbes Tait, M.D., 
Ph.D., Associate Professor of Ophthalmology, Temple University School 
of Medicine; Attending Surgeon (Ophthalmology), Temple University 
and Montgomery Hospitals; Fellow, Philadelphia College of Physicians, 
and American Academy of Ophthalmology and Otolaryngology; Member, 
The Pan-American Association of Ophthalmology, and The Association 
for Research in Ophthalmology. Cloth. 418, with illustrations. 
Price $8.00. W. B. Saunders Company, West Washington Square, 
Philadelphia 5, 1951. 

Designed as a textbook of refraction and ocular neuro- 
muscular abnormalities for use by both undergraduate and 
graduate groups, this work is the culmination of many years 
of teaching and clinical experience. Students using it are 
expected to have a background in the anatomy and physiology 
of the eyes and nervous system and in geometric and physio- 
logic optics. 

The author explains the “somewhat unorthodox” arrange- 
ment of his material as follows: “The early chapters contain 
not only a discussion of thé basic material necessary for the 
study of refractive errors and ocular motor anomalies but 
also a short elementary presentation of the more important 
concepts which are discussed in greater detail further on, thus 
giving the student a chance to master the important termi- 
nology of the subject before he is introduced to its complexities 
in the body of the book.” 


The author has kept the book uncluttered by discussions 
and historical accounts of obsolete concepts. He has achieved 
an excellent modern textbook. 


BASIC MEDICAL PHYSIOLOGY. By W. B. Youmans, Ph.D., 
M.D. Professor of Physiology, University of Wisconsin, Madison. 
Cloth. Pp. 436, with illustrations. Price $7.50. The Year Book 
Publishers, Inc., 200 East Illinois St., Chicago 11, 1952. 

This book provides the reader with concise physiologic 
principles to form an essential background on which he can 
build more detailed knowledge of preclinical, clinical, and 
pathologic physiology. The author assumes that the reader has 
knowledge of those subjects which are prerequisite for the 


| 


Volume 52 
Number 8 


study of human physiology, and restricts discussions of con- 
troversial questions, presenting the current state of informa- 
tion without going into detailed evidence or discussion of the 
historical background. 


The eight sections of the book have been arranged con- 
veniently, so that they may be read in three different sequences 
to suit the interest and training of the reader. One sequnece, for 
example, is especially suitable for students who have recently 
completed a course of biochemistry. The sections on digestion, 
nutrition and intermediary metabolism, and the endocrine sys- 
tem are in considerable part given for review purposes. 


The author has used short, concise sentences which facili- 
tate reading. A large type face, which is always inviting to the 
reader, numerous drawings, and graphs add te the attractive- 
ness of this edition; also mentioned should be the appendix 
which explains graphically the reflection and refraction in 
mirrors and lenses. A short bibliography and an index com- 
plete the book. The index leaves much to be desired. 


THE TREATMENT OF DIABETES MELLITUS. By Elliott 
P. Joslin, A.M., M.D., Sce.D., Medical Director, George F. Baker 
Clinic, New England Deaconess Hospital; Clinical Professor of Medicine 
Emeritus, Harvard Medical School; Consulting Physician, Boston City 
Hospital; Howard F. Root, M.D., Physician,- New England Deaconess 
Hospital; Consultant in Medicine, Eastern Maine General Hospital, 
Massachusetts State Infirmary, Middlesex County Sanatorium, Sturdy 
Memorial Hospital; Associate in Medicine, Harvard Medical School; 
Priscilla White, M.D., ScD., Physician, New England Deaconess Hos- 
pital; Instructor in Pediatrics, Tufts College Medical School; and 
Alexander Marble, A.M., M.D., Physician, New England Deaconess 
Hospital; Clinical Associate in Medicine, Harvard Medical School; 
Consultant in Internal Medicine, Veterans Administration. Ed. 9. Cloth. 
Pp. 771, with illustrations. Price $12.00. Lea & Febiger, Washington 
Square, Philadelphia 6, 1952. 

In evaluating the usefulness of a book, the number of 
editions should be taken into consideration; if any work has 
reached its ninth edition, it is usually a sound indication that 
members of the profession appreciate its contents. 


The highly desirable combination, of renowned authorities, 
writing in a coordinated, logical, easy to understand manner, 
make this edition one of the most useful ones available on the 
diagnosis and treatment of diabetes mellitus. It reflects the 
experience of its authors in the treatment of more than 40,000 
patients and presents proved methods which practitioners may 
use with success ‘in their own offices. 


This edition has been brought fully up to date. Particular 
emphasis is given to the present status of diabetes, its changing 
complications, and methods to combat or prevent them. Also 
discussed is the interesting subject of why some diabetics die 
and others live. Another section describes the current treat- 
ment for the protection in later years of eyes and kidneys of 
diabetic children. New evidence is provided to show that 
diabetes can be controlled. 


The entire book was reset with a larger type area to 
permit more words per page and is printed on thinner paper 
to keep it within a convenient size. 


CLINICAL PEDIATRIC UROLOGY. By Meredith Campbell, 
M.S.. M.D., F.A.C.S., Professor of Urology, New York University 
Post-Graduate Medical School; Visiting Urologist, Bellevue and Uni- 
versity Hospitals, New York. Cloth. Pp. 1113, with illustrations. 
Price $18.00. W. B. Saunders Company, West Washington Square, 


Philadelphia 5, 1951. 

The material presented in this comprehensively written 
book was derived primarily from the author’s personal experi- 
ence in urology in infants and children, in private practice, and 
in various hospitals. Dr. Campbell, in his preface, points out 
that “urology in infants and children is today a firmly estab- 
lished and increasingly active field of medicine.” Because of 
new, miniature urologic instruments, even the newborn infant 
can now be given complete urologic examination, diagnosis, 
and urosurgical treatment. 
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The allocation of space in this book has been predicated 
on the incidence and relative importance of urinary conditions, 
particularly infections. With some comparatively rare lesions, 
however, the consideration has been extended; examples are: 
malignant tumors, urinary stone, torsion of the spermatic cord, 
and genital phlegmons. Autopsy studies reported in this book 
represent protocol abstraction, by the author and assistants, 
of 47,483 autopsies of patients; 15,919 of these were infants 
and children. 


The author divides his book into fourteen chapters. Meth- 
ods of examination and diagnosis are discussed first. Discussion 
of urinary obstructions follow. The third chapter deals with 
the embyrology and anomalies of the urogenital tract. The 
chapter devoted to urinary infections is followed by those 
dealing with the male genital tract and female urethra, uro- 
genital injuries, urinary calculous disease, tumors of the 
urogenital tract, the adrenals, neuromuscular uropathy, and 
enuresis. 


Chapter 12 on urologic surgery precedes the longest 
chapter of this book. Supplemented by numerous photographs 
and drawings Chapter 13 discusses operative procedures in 
great detail. Special attention is given to surgical treatment 
of penourethral anomalies, such as epispadias and hypospadias 
of the scrotum and spermatic cord, as well as operations for 
imperfectly descended testicles and the prostate gland. The 
last chapter is written by Elvira Goettsch and John D. Lyttle. 
Entitled “Nephritis and allied diseases in infancy and child- 
hood,” this chapter deals with, among other topics, Bright's 
disease in children, hypertension in childhood, and renal lesions 
in syphilis. 

Each chapter of this book is accompanied by an alphabeti- 
cally arranged bibliography. A complete index, large clear 
type face, and hundreds of illustrations add to the attractive- 
ness of this well-organized work. The general practitioner 
should especially profit from this text, since it is largely based 
on personal clinical experience of the author. 


THE HISTORY OF AMERICAN EPIDEMIOLOGY. By C. E. A. 
Winslow, Dr. P. H., Professor Emeritus, Yale University School of 
Medicine; Editor, American Journal of Public Health; Wilson G. 
Smillie, M.D., Professor and Chairman, Department of Public Health 
and Preventive Medicine, Cornell University Medical College; James 
A. Doull, M.D., Medical Director, Leonard Wood Memorial (American 
Leprosy Foundation); John E. Gordon, M.D., Professor and Chairman, 
Department of Epidemiology, School of Public Health, Harvard Univer- 
sity. Edited by Franklin H. Top, M.D., Professor of Epidemiology and 
Pediatrics, College of Medical Sciences, University of Minnesota. Cloth. 
Pp. 190. Price $4.75. The C. V. Mosby Company, 3207 Washington 
Blvd., St. Louis 3, 1952. 

There are many ways in which to record the contribution 
of medicine to human welfare since the founding of America 
to the present day, but none would be so interesting, dramatic, 
or practical in its application as this brief “History of Ameri- 
can Epidemiology.” And likewise, it is a story of one phase 
of the progress of modern medicine which every doctor should 
know. 

Today’s doctor will be amazed at one of the four periods 
into which American epidemiology is divided by the authors 
of this text, namely, “The Period of the Great Epidemics in 
the United States (1800-1875).” In this forgotten era epidemics 
of cholera, yellow fever, and smallpox took their toll in re- 
current waves, almost unchecked. To these epidemics were 
added pulmonary tuberculosis, diarrheal diseases of infancy, 
bacillary diseases, typhoid fever, and the then common infec- 
tious diseases of childhood, particularly scarlet fever, diph- 
theria, and lobar pneumonia. In the midst of all this a hundred 
years ago, malaria was omnipresent; no part of the entire 
continent was free of it. It was particularly a @sease of the 
young. The waning of this great pestilential period can be 
ascribed only in part to progress in medicine. Elimination of 
these diseases can be ascribed largely to the passing of a 
period when disease and death were held of no direct concern 
to government—local, state, or national. Such afflictions were 
only burdens to be borne. The awakened social conscience 
of a nation resulted in such down-to-earth practices as the 
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adoption and establishment of the simple principles of family 
and community cleanliness. 

The third of the four periods, “The Bacteriological Era,” 
extended from 1876 to 1920. Many physicians in practice 
today will think of this period as that of the ascendency of 
the basic sciences in medicine but will agree with one of the 
authors that the failure of bacteriology “to solve the riddle 
of the great influenza epidemic of 1918-1920” could well mark 
the close of the era. By 1920 bacteriology had made its 
contribution. 

The fourth period, the twentieth century (1920—) illus- 
trates a new approach to the problem of health and disease— 
the ecologic, which recognizes “disease as a result of forces 
within a dynamic system made up of an agent, a host and an 
environment.” Thus we have multiple causation of mass disease 
with man the unit. This could be the beginning of a philosophy 
of medicine akin in its breadth to the osteopathic concept. 


Some students of medicine have termed the present era 
as that of preventive medicine, others more recently, compre- 
hensive medicine. In a broader sense medicine is moving into 
its social phase, in which its chief end will no longer be the 
care of the sick and the injured. Medicine has always been 
essentially a social science and any departure from that basis 
has been but an aberration. The latest and most practical 
organizational aspect of social medicine is the World Health 
Organization. It encompasses the epidemiology of the future. 

This is a small book, to be read at the most in two sittings, 
but it is a story of the challenges of the medicine of the past, 
and suggests those that lie in the future. For the doctor who 
is occasionally called upon to speak to lay groups, here are 
sources of material that are crying to be presented, and even 
if told only moderately well would bring acclaim to their 
narrator. The book is highly recommended. 


PROJECTIVE DRAWINGS. By Claire Myers Vernier, Ph.D., 
Chief Clinical Psychologist, V. A. Center, Martinsburg, W. Va., Lec- 
turer and Research Consultant, The Catholic University of America. 
Paper. Pp. 168, with illustrations. Price $6.00. Grune & Stratton, 
Inc., 381 Fourth Ave., New York 16, 1952. 

Here is an interesting and unusual book. According to 
its preface, “The origin of this volume was the assembly of 
a set of drawings done by individuals whose clear-cut clinical 
features merited the phrase ‘text-book’ cases to provide illus- 
trative material for an advanced class in projective test tech- 
nics. The intent has been to select test drawings from as 
varied a group of diagnoses, ages, sexes, and cultures as was 
possible.” 

Although definitely planned as a classroom aid, this vol- 
ume is not intended and should not be used as a text in the 
interpretation of projective drawings. Its primary value, in 
the author’s opinion, lies in the enrichment of the student’s 
understanding of the test which it should make possible. The 
author points out that the text which accompanies each figure 
includes a brief description of the outstanding features of the 
case, followed by comments on various aspects of the drawings 
which seem particularly pertinent in terms of current theories 
of interpretation. 


DISEASES OF THE EAR, NOSE, AND THROAT. By Francis 
L. Lederer, B.Sc., M.D., F.A.C.S., Professor and Head of the Depart- 
ment of Laryngology, Rhinology and Otology, University of Illinois 
College of Medicine, Chicago; Chief of the Otolaryngological Service, 
Research and Educational Hospital; Captain, Medical Corps, United 
States Naval Reserve; Director of Otolaryngology and Chief of the 
Ear, Nose and Throat Service, Illinois Eye and Ear Infirmary. Ed. 6. 
Cloth. Pp. 1430, with illustrations. Price $20.00. F. A. Davis Company, 
1916 Cherry St., Philadelphia 3, 1952. 

In its sixth edition, this encyclopedic textbook has of 
necessity become a collaboration. The field of otorhinolaryn- 
gology has developed beyond the point at which its subject 
matter can be handled by one author. New chapters have been 
contributed as follows: “Allergy,” by Max Samter; “Disorders 
of Speech and Voice,” by Herbert Koepp Baker ; “Ophthalmo- 
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logical Aspects,” by Helmut Blumenthal; “Psychosomatic 
Approach to Otolaryngology,” by Marc H. Hollender ; “Roent- 
genography of the Head,” by Roger A. Harvey and Eugene R. 
Elstrom, and “Oncologic Relations to Otolaryngology,” by 
Paul B. Szanto. These contributors are all associated with 
the University of Illinois. 

The publishers continue to produce in this textbook an 
excellent example of the art of book making. To say that 
some of the illustrations which appeared in earlier editions need 
renovating seems carping in view of the large number of fine 
new illustrations that accompany the added material. The 
chapter on oncology has more than 100 photomicrographs clearly 
reproduced. The chapter on roentgenology is illustrated with 
well-planned photographs to show technics and with roentgeno- 
grams to show results. 


CONGENITAL DYSPLASIA OF THE HIP JOINT AND SE- 
QUELAE. By Vernon L. Hart, M.D., F.A.C.S., Assistant Professor 
of Surgery, University of Minnesota, Minneapolis, Minnesota. Cloth. 
Pp. 187, with illustrations. Price $5.00. Charles C Thomas, Publisher, 
301 E. Lawrence Ave., Springfield, Ill, 1952. 

Dr. Hart stresses in this book the relationship between 
congenital subluxation and congenital dislocation of the hip 
joint in the infant before the function of weight-bearing begins, 
in the weight-bearing child and the adolescent, and during 
early and late adult life. 

In general, the book covers etiology, pathogenesis, clinical 
findings, the “signs of the jerk,” rotational attitude of the 
extremities, pathologic dislocation, roentgen features, differen- 
tial diagnosis, and treatment. Every surgeon, pediatrician, 
orthopedist, roentgenologist, and practitioner should consider 
this comprehensive book. The 136 illustrations will be of 
great help to the doctor in his daily practice. Several pages of 
references are presented, but there is no index. 


THE KNEE. By Philip Lewin, M.D., F.A.C.S., F.LC.S., Pro- 
fessor and Chairman of Department of Bone and Joint Surgery, North- 
western University Medical School; Attending Orthopedic Surgeon, 
Cook County Hospital; Senior Attending Orthopedic Surgeon, Michael 
Reese Hospital; Professor of Orthopedic Surgery, Cook County Gradu- 
ate School of Medicine, Chicago; Formerly Colonel, Medical Corps, 
A.U.S. Cloth. Pp. 914, with illustrations. Price $16.00. Lea & 
Febiger, Washington Square, Philadelphia 6, 1952. 

Leading bone and joint surgeons generally agree on most 
aspects of knee problems and their solution. These aspects 
are discussed in this book in a compact practical manner. The 
point of view of the patient is kept foremost in mind at all 
times, with specific guidance that will enable the physician to 
answer questions in regard to the patient’s condition, as to 
what can be done for him, and what the outlook is. The 
author presents all the facts needed to make a correct diag- 
nosis and carry out full-scale treatment of injuries, deformi- 
ties, diseases, and disabilities in which the knee and _ its 
contiguous structures are involved. In many instances more 
than one form of therapy is described and evaluated. Opera- 
tive procedures are not recommended unless absolutely neces- 
sary, but Dr. Lewin advocates immediate surgery once the 
decision is made. Operative technic is given step by step, and 
here, too, alternate procedures are outlined where they have 
proved their value. 

Outstanding features of this work include: Internal 
derangements of the knee, injuries to the cruciates and col- 
lateral ligaments, equalization of leg length, arthritis and 
synovitis, disorders of the patellofemoral apparatus, including 
chondromalacia patellae, fractures and dislocation, and _polio- 
myelitis. The book contains 333 illustrations with 2 colored 
plates >‘ an extensive bibliography. 

Meiyin S. Henderson in his foreword says: “There is 
nothing that I can add to what Dr. Lewin will say. He has 
always been a student, a steady reader, a gleaner of the 
literature and a seeker after the truth. This book presents 


Dr. Lewin’s views in his’ own individual way.” 
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Conventions and 
Meetings 


Announcements 


| American Osteopathic Association, | 


| Fifty-Seventh Annual Convention, 
| Chicago, July 13-17, inclusive. Pro- 
| gram Chairman, Roger E. Bennett, | 
| Middletown, Ohio. | 


American College of Osteopathic Ob- 


stetricians and Gynecologists, annual | 
meeting, Hotel Statler, Los Angeles, 


February 16-19, 1954. 

American College of Osteopathic Sur- 
geons, annual meeting, Hotel Statler, 
Los Angeles, October 18-22. 

American Osteopathic Academy of Or- 
thopedics, annual meeting, Hotel Stat- 
ler, Los Angeles, October 18-22. 
Associate Program Chairman, Walter 
R. Girard, Los Angeles. 

American Osteopathic College of Radi- 
ology, annual meeting, Hotel Statler, 
Los Angeles, October 18-22. 

American Osteopathic Hospital Asso- 
ciation, annual meeting, Hotel Statler, 
Los Angeles, October 18-22. 

American Osteopathic Society of Anes- 
thesiologists, annual meeting, Hotel 
Statler, Los Angeles, October 18-22. 
Program Chairman, Amanda C. Mar- 
shall, Los Angeles. > 

American Osteopathic Society of Proc- 
tology, clinical assembly, Dayton-Bilt- 
more Hotel, Dayton, Ohio, April 15-17. 


Program Chairman, William Beh- 
ringer, Allentown, Pa. 
Arizona, annual meeting, El Dorado 


Lodge, Tucson, May 1-3. Program 
Chairman, Thomas J. Odom, Tucson. 

Arkansas, annual meeting, Albert Pike 
Hotle, Little Rock, May. Program 
Chairman, George V. Harris, Fayette- 
ville. 

California, annual meeting, Santa Bar- 
bara Biltmore, Santa Barbara, May 
8-12. Program Chairman, Maxwell 
R. Brothers, Los Angeles. 

Canada, annual meeting, Chateau Laur- 
ier, Ottawa, October 15-17. Program 
Chairman, Douglas F. Lauder, London, 
Ontario. 

Child’s Health Conference, Municipal 
Auditorium, Kansas City, Mo., April 
20-22. 

Colorado, annual meeting, Shirley-Savoy 
Hotel, Denver, May 2-3.‘ Program 
Chairman, S. V. Origlio, Denver. See 
also Rocky Mountain Osteopathic Con- 
ference. 

Florida, annual meeting, Tides Hotel, 
Reddington Beach, June 11-13. Pro- 
gram Chairman, Edmund T. Flynn, 
Tallahassee. 

Georgia, annual meeting, Hotel Demp- 
sey, Macon, May 1-2. Program Chair- 
man, Albert A. Jelks, Macon. 

Illinois, annual meeting, Palmer House, 

Chicago, May 1-3. Program Chair- 

man, Ransom L. Dinges, Orangeville. 
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Indiana, annual meeting, French Lick 
Springs Hotel, French Lick, April 
26-28. 


lowa, annual meeting, Hotel Savery, 
Des Moines, May 17-19. Program 
Chairman, John Q. A. Mattern, Des 
Moines. 

Kansas, annual meeting, Town House, 
Kansas City, April 24-29. Program 
Chairman, S. Riley King, Neodesha. 

Maine, annual meeting, Hotel Samoset, 
Rockland, June 4-6. Professional Edu- 
cation Chairman, Lloyd W. Morey, 
Millinocket. 

Michigan, annual meeting, Civic Audi- 

torium, Grand Rapids, Sept. 28-30. 

Program Chairman, L. W. Pettycrew, 

Saginaw. 


Minnesota, annual meeting, Hotel St. 
Paul, St. Paul, May 1-2. Program 
Chairman, Constance Idtse, Minne- 
apolis. 

New York, annual meeting, Hotel Stat- 
ler, New York City, October 15-17. 
Program Chairman W. Kenneth Ri- 
land, New York. 

North Dakota, annual meeting, Minot, 
May. Program Chairman, Gordon L. 
Hamilton, Minot. 

Ohio, annual meeting, Neil House, Co- 
lumbus, May 3-6. Program Chairman, 
W. Duane Burnard, Columbus. 


Ontario, annual meeting, General Brock 
Hotel, Niagara Falls, Ontario, May 
1-2. Program Chairman, G. R. Church, 
Orillia. 
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OFFICIAL AND AFFILIATED 
ORGANIZATIONS 


CALIFORNIA 


Citrus Belt 

At the January 8 meeting in Fontana 
the guest speaker, Richard A. Schaub, 
Pasadena, spoke on “Recent Therapy in 
Rheumatoid Arthritis.” 


Hollywood Osteopathic Luncheon Club 

The officers are: President, Virgene 
K. Elliott; vice president, Mr. David 
P. Glick; secretary, Clara L. Treat; 
treasurer, Walter V. Goodfellow, all of 
Los Angeles. 

Kern County 

Guest speaker at the January 13 meet- 
ing was Arthur P. Shneidman, Los 
Angeles, who illustrated his Iceture on 
“Culdoscopy” with slides. A report on 
the Trustees’ meeting of the California 
Osteopathic Association was presented 
by Robert Haring, Bakersfield. 


Los Angeles 

The remainder of the meetings of the 
fiscal year will be held on the first 
Monday of each month. 

The following programs have been 
scheduled : 

March—“Surgical Obstetrics,” Aron 
Douglas and Charles Mount, III, both 
of Los Angeles. 

April—“Cancer of the Skin,” Bureau 
of Chronic Diseases, Department of Pub- 
lic Health. 

May—“Arterial Occlusive Diseases of 
the Lower Extremity,” Joseph Costello, 
and “Venous Problems,” Donald Sheldon, 
both of Los Angeles. 


Mother Lode Society 
At the meeting in Jackson on January 
11, W. Donald Baker, Los Angeles, gave 
a talk on peripheral vascular disease. 


San Diego 
At the monthly meeting held on Janu- 
ary 26, W. Donald Baker, Los Angeles, 
spoke on peripheral vascular disorders. 
This was the beginning of a monthly 
clinic in peripheral vascular diseases, 
headed by Dr. Baker, to be held on the 
last Monday and Tuesday of each month 

at the Hillside Hospital. 


Southside 
Monthly meetings were resumed Feb- 
ruary 5 with K. G. Bailey, Los Angeles, 
continuing the series on “Essential Hy- 
pertension.” 
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tice, the Ritter Universal Table, Type 2, includes 
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ineal cut-out, stainless steel irrigation pan, ad- 
justable knee rest, stirrups and hand wheel tilt 
mechanism. Easily adjusted to any required posi- 
tion. The Type 2 Table has a motor-driven hydrau- 
lic base which raises patients silently, smoothly, 
from 2614” to 44144” with no effort on your part. 
Stirrups are concealed when not in use. Sponge 
rubber cushions give added comfort to patients. 

See your Ritter dealer now for a demonstration 
of the Ritter Universal Table and other Ritter 
equipment for your profession. 


Ritter 
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Virginia, annual meeting, Williamsburg, 
* May 22, 23. Program Chairman, Felix 
D. Swope, Alexandria. 


Oregon and Washington, annual meet- 
ing, Multnomah Hotel, Portland, June 
9-11. Program Chairman, R. F. Cheat- 
ham, Portland. 


West Los Angeles 
Guest speaker at the meeting held on 


Washington: See Oregon. 


Rocky Mountain Osteopathic Confer- 
ence, Broadmoor Hotel, Colorado 
Springs, November 13-15. 

South Dakota, annual meeting, Sylvan 
Lake, June 7-9. Program Chairman, 
J. Gordon Betts, Spearfish. 

Texas, annual meeting, Gunter Hotel, 
San Antonio, April 30-May 2. Pro- 
gram Chairman, A. L. Garrison, Port 
Arthur. 

Vermont, annual meeting, Montpelier 
Tavern, Monpelier, September 30-Oc- 
tober 1. Program Chairman, Thomas 

P. Dunleavy, Barre. 


Western States Osteopathic Society of 
Proctology, annual meeting, Westward 
Ho Hotel, Phoenix, Ariz., October 
12-14. Program Chairman, Lee R. 
Borg, Los Angeles. 


West Virginia, annual meeting, Daniel 
Boone Hotel, Charicston, June 7-9. 


Program Chairman, Theodore L. 
Sharpe, Martinsburg. 

Wisconsin, annual meeting, Hotel 
Schroeder, Milwaukee, May 11-13. 


Program Chairman, Carl V. Blech, 
Milwaukee. 


January 13 was George W. Elerding, 
M.D., Los Angeles, who spoke on the 
findings and recommendations of the 
California Cancer Commission regarding 
irradiation in the management of spread- 
ing cancer. Seymour Ulansey, Los An- 
geles, discussed the matter of increased 
insurance rates for anesthetists. 


COLORADO 

State Society 
A meeting was scheduled to be held 
on February 21 in Longmont. George 
K. Niehouse, Louis Falkenburg and 
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Phillip A. Witt, all of Denver, were to 
present a symposium on the prostate. 


FLORIDA 
District 8 
At the meeting on February 3 in 
Miami, the principal speaker was Ralph 
W. Davis, Audubon, N. J. The topics 
discussed were “Surgery vs. Radiation 
in Therapy of Malignancy” and “Diag- 
nosis, Management, and Treatment of 
Gallbladder Diseases.” 
The officers were announced in the 
July JourNAL. ‘ 
Committee chairmen are: Ethics, 
Harry N. Kerr; public health, D. D. 
Richardson; public relations, A. H. Shif- 


rin; and program, B. Boyce Swartz, all 
of Miami. 


GEORGIA 
Atlanta 
A meeting was held on February 11. 
Walter Elliott, Jr. Atlanta, spoke on 
the osteopathic bill before the state legis- 
lature. 


INDIANA 
Third District 

The officers are: President, J. Verling 
Walrod, Peru; and E. R. Horton, Fort 
Wayne, secretary-treasurer. 

State Society 

The annual meeting is to ie held 
April 26-28 at the French Lick Hotel, 
French Lick. 

According to an advance release, R. 
McFarlane Tilley, Kirksville, Missouri, 
will speak on osteopathic medicine; I. M. 
Korr, Ph.D., also of Kirksville, ,on 
osteopathic research; R. N. MacBain, 
Chicago, on osteopathic principles; and 
D. W. Craske, Chicago, on laboratory 
diagnosis in general practice. 


KANSAS 

Central 

A meeting was held on November 20 
in Salina. W. S. Childs, F. W. Shaffer, 
and L. B. Foster, all of Salina, presented 
the program. 

Eastern Kansas 

The officers are: President, Alvin P. 
Rieth, Burlington; and secretary, Donald 
K. Kirby, Garnett. 
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Antipruritic Scoreboard 


dangerously 


sensitizing 


effective 


Calamine 


Local Anesthetics 
of the “caine” group 


Topical Antihistaminics 


CALMITOL 


Calmitol avoids the therapeutic pitfall 

of sensitization. Safe and effective, 

the specific antipruritic ingredients of 
Calmitol—camphorated chloral, hyoscyamine 
oleate and menthol—raise the threshold 

of skin receptors and sensory nerve endings, 
stopping pruritus at the point of origin. 

|. Lobitz, W. C., Jr., and Jillson, O. F.: Postgrad. Med. 12:2, 1952. 

2. Goodman, H.: J.A.M.A. 129:707, 1945. 

3. Underwood, G. B., et al.: J.A.M.A. 130:240, 1946. 


4. Lubowe, |. |.: New York State J. Med. 50:1743, 1950. 
5. Nomland, R.: Postgrad. Med. |/:412, 1952. 


CALMITOL 


the non-sensitizing antipruritic 


Tus Leaning GF Cenc. \55 East 44th Street, New York 17, N. Y. 


At the December 11 meeting in Colony, 
Roy Culp, Kansas City, presented a 
program with the subject “Anesthesia.” 

Mid-Kansas 

At a meeting held in Moundridge on 
February 11, the speaker of the evening, 
Rev. Claus, spoke in regard to the new 
proposed Osteopathic Hospital of Mound- 
ridge. 


Sedgwick County 
A meeting was held December 2 dur- 
ing which R. L. Wright, Wichita, pre- 
sented wire recordings of professional 
technics in various fields. 
South Central 
At the meeting held in Eureka on 
November 20 a series of case reports 
was presented by A. L. Quest, St. Au- 
gusta, which was followed by a general 
discussion. 
A meeting was also held in Wichita 
on January 15. 


MICHIGAN Beach, and Douglas M. Baird, Decker- 


Past President Council 


Officers are: President, O. L. Brooker, 


Livonia; and secretary, Claude B. Root, 
Greenville. 
Central 
The officers are: President, Harold 
R. Seelye, Stanton; vice president, Wil- 
liam J. Knowles, Carson City; secretary- 
treasurer, Bertram M. McBride, Crystal. 
The trustees are Claude B. Root, Green- 
ville, and E. R. Remsberg, Alma. 
Eastern 
The officers are: President, Walter 
B. Wrightman, Sandusky ; vice president, 
Donald C. MacNeil, Ubly; secretary- 
treasurer, E. C. Holdship, Ulby. The 
trustees are Roy S. Young, Harbor 


ville. 
Kent County 

The officers are: President, Owen A. 
Rice; vice president, Donald Cummings, 
both of Grand Rapids; secretary, John 
N. Simmer, Middleville; and treasurer, 
Keith R. Sisson, Grand Rapids. 

Trustees are Edward J. LaChance and 
Eugene M. Johnson, both of Grand 


Rapids. 
Committee chairmen are: Membership, 
Henry Olen; hospitals, Dr. Sisson; 


clinics, L. V. Tremper; statistics and 
program committees, Donald L. Cum- 
mings; insurance, Louis M. Monger; 
legislation, John Leech; veterans, Ar- 
thur Taylor; vocational guidance, How- 


relatively 
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Creek, G. Harold Bowden, and Leslie 
B. Walker, both of Jackson. 
Southeastern 
At the meeting in Milan on March 1, 
two moving pictures, “Your Future Is 
What You Make It” and “You Hold 
the Key,” were shown. 
The next meeting is scheduled to be 
held at Milan on May 3. 
Officers are: President, Fred B. Mer- 
ing, Ida; vice president, Donald G. Leid- 
heiser, Saline; and secretary-treasurer, 
Francis J. Chase, Ann Arbor. 
Southwestern 
The officers are: President, E. V. 
Sergeant, Coloma; vice president, Wilbur 
H. Stocker, Benton Harbor; and secre- 
tary-treasurer, Leslie L. Crosby, Bu- 
chanan. 
Wayne County 
The officers and directors were re- 
ported in the February JouRNAL. 
Committee chairmen are: Membership, 
C. Arminski; judiciary, Philip Adler; 
legislative, Philip Haviland; veterans’ 
affairs, S. M. Gelman; vocational guid- 
ance, Donald J. Evans; industrial and 
institutional service, W. R. Faulkner; 
social welfare, F. C. Laitner; building, 
S. F. Ellias; public health, J. L. Me- 
Dougal; news editor, A. S. Kalman, all 
of Detroit; ethics, A. P. Ulbrich; public 
relations, H. O. Stimson; auxiliary, J. 
G. Matthews, all of Highland Park; 
interhospital and program, W. F. Cos- 
tello, Trenton; Osteopathic Progress 
Fund and statistics, J. N. Secor, Rock- 
wood; and R. S. Sinclair, Gross Pointe 
Park, insurance. 


MASSACHUSETTS 
Essex County 
A meeting was scheduled for February 


17 in Salem. The use of Tolserol was to 
be discussed and a motion picture pre- 


sented. 
_ Connecticut Valley 
A meeting was scheduled for February 


17 in Westfield. Topic for discussion 
was “Pattern Type Therapy” by W. H. 
Niedner, Taunton, and Charles H. 
Kauffman, Danbury, Conn. 


MISSOURI 


Central Ozark 
A meeting was held January 5 in 


Rolla. Guest speaker was Roland Matti- 


ard Gault; public health, Ivan L. Taylor ; 
industrial and institutional service, Doug- 
las Emery; public relations, Arthur 
Witthon; publicity, Roy Bubeck, Jr., all 
of Grand Rapids; ethics, John Simer, 
Middleville; and Osteopathic Progress 
Fund, Dr. Simmer and Robert. Harrison, 
Grand Rapids. 
Macomb County 

The officers are: President, Campbell 
A. Ward, Mt. Clemens; vice president, 
Warren P. Adams, St. Claire Shores ; and 
secretary-treasurer, Richard E. Cordes, 
Mt. Clemens. 


North Central 
The officers are: President, H. Wil- 


liam Guinand, Evart; vice president, 
Walter W. Harper, Shepherd ; secretary- 
treasurer, Eugene J. Gershon, Clare. 


Northeastern 
The officers are: President, Jack R. 
Georges, Cheboygan; vice president, 
Everett N. Douglass, Male; and secre- 
tary-treasurer, Edward G. Papp, Pres- 
cott. : 
Northwestern 
The officers are: President, Frank S. 
Thomas, Traverse City; vice president, 
Robert L. Seelye, Central Lake; and sec- 
retary-treasurer, George K. Green, Elk 
Rapids. 
South Central 
The officers are: President, Fred W. 
Sayre, Coldwater; vice president, Fred- 
erick G. Tietz, Battle Creek; and secre- 
tary-treasurer, Raymond Staples, Parma. 
Trustees are: Clifford W. Millard, 
Hillsdale, John W. Meehan, Battle 


son, St. Louis, who spoke on x-ray 
diagnostics. 

A meeting was scheduled to be held 
on March 5. 

Jackson County 

The officers are: President, Paul H. 
Potter; vice president, Joseph M. Yasso; 
and secretary-treasurer, Luther W. 
Swift, all of Kansas City. 

Trustees are: C. A. Povlovich, Kan- 
sas City, and R. C. Sheck, Independence. 

Committee chairmen are: Membership, 
Sydney J. Johnson; ethics, Harold W. 
Witt; clinics, W. M. Fowler; hospitals. 
A. E. Linville; convention program, Q. 
W. Wilson; legislation, Frank E. Day; 
vocational guidance, W. V. Cole; indus- 
trial and institutional service, C. G. 
Stephens; and public relations, W. V. 
Cole; all of Kansas City. 

Northeast 

Raymond B. Mabrey and G. W. 

Groves, Edina, were speakers at the 
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February meeting; 


Treatment of Disease.” 


St. Louis 

A meeting was scheduled for January 
20. The program scheduled for the 
February 17 meeting included Mr. Tom 
Younglove, formerly of the Federal 
Bureau of Investigation, whose topic 
was “I Was a Communist for the 
F.B.I.”. A. W. Noyes was to present a 
discussion and demonstration on sacro- 
iliac technic. 


NEW JERSEY 
Bergen-Passaic County 

G. Albin Liva, M. D., of Wyckoff, 
medical director of Area No. 1, Civil 
Defense, was speaker at the March 6 
meeting. Dr. Liva outlined the Civil 
Defense medical plan on Federal, State, 
and local levels. 


State Society 

According to an advance release, 
speakers at the annual convention sched- 
uled to be held on March 14-15 in 
Newark, will include Emerson H. Burk- 
hardt, M.D., Atlantic City, who will 
discuss “Diagnosis and Treatment of 
Common Allergic Diseases”; Allan A. 
Eggleston, Montreal, Canada, whose sub- 
ject is “The Osteopathic Lesion—1953” 
and “Workshop Project”; “Symposium 
of Common Rectal Diseases and Their 
Treatment,” by E. Vergara and A. G. 


of Electrolytes in Health” and “A Con- 
sideration of Electrolytes in Selected 
Diseases,” by Benjamin Saslow, M.D., 
Newark; and “Cranial Nerve Syh- 
dromes” by C. Paul Snyder and L. M. 
Hillerson, D.D.S. An address will also 
be given by Donald H. Hampton, Cleve- 
land. 


NEW YORK 
New York City 
Meetings were held on January 
and February 18. 
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OHIO 
Eighth District 

The officers are: President, Edward 
A. Brown, Wooster; vice president, 
George W. Massad; secretary-treasurer, 
Lloyd Z. Kammer, both of Akron. Har- 
old Nolf, Akron, is trustee. 

Committee chairmen include: Member- 
ship, Harold Hunter; publicity and in- 
surance, Harold Nolf; hospitals, A. 
Harbarger; program, Dr. Kammer; pub- 
lic health, Elmer Solt, all of Akron; 
and Charles Naylor, Ravenna, legislation. 


OKLAHOMA 
Past President’s Organization 
“The officers are: President, L. R. 
Bell, Meeker; and T. G. Billington, 
Seminole, secretary-treasurer. 
Central 


A meeting was held January 12 in 
Edmond. L. F. Licklider of Edmond 
and Oklahoma City discussed problems 
of examinations of the ears, nose, and 
throat. 


their subject was 
“The Uses of Electrical Currents in the 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


-RHINALGAN: 


Cathie, Philadelphia; “A Consideration || 


Secchorin- 
0.50% w/v in an isotonke aqueous 
with 0. Lourylommenive 


3. Molomut, N., Harber, A.c N.Y. Phys. 
34, 14-16, 1950. 
bert, J. E., (Ut. Col. MC-USAF), Research 
USAF 
W. end Tornbull, 
Ma 
4. Amar. Pharm, Acs’n., No. 7, 378-382, 


NEW 0-TOS-MO-SAN 
@ Specific in Suppurative Bor 
Infections (Acute and Chronic) 


Eastern District 
Mrs. Carl Samuels, president of the 
O.0.A., spoke informally on “The Aux- 
iliary at Work” at the January 29 meet- 


ing in Muskogee. “Your Future Is 
What You Make It,” a new film pur- 
chased by the Association, was presented 
to the group. 


Kay-Osage 
The public relations dinner has been 
scheduled for April 9 at Ponca City. 
Northeast 
The purpose of the November 5 meet- 
ing in Oklahoma City was to create 
good will between the college heads and 
the national officers. 


The January 26 meeting was held in 
Miami. 
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South Central 
A meeting was held January 15 at 
Chickasha with M. A. Kiesel, Hinton, as 
speaker of the evening. 


Western 
The officers are: President, John W. 
Morrow, Woodward; vice president, 
Kenneth Schurr, Waynoka; secretary, 


James A. Young, Vici. Christy Moore, 
Alva, is program chairman. 


PENNSYLVANIA 
Hospital Association 
The officers are: President, Mr. Philip 
Rosenthal, Philadelphia; secretary, Mr. 
L. R. Robbins, Harrisburg; and Mr. H. 
Mensell, Philadelphia, treasurer. 


SOUTH DAKOTA 
Southeast 


The officers are: President, J. C. 
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Bishop, Sioux Falls; and M. W. Myers, 
Hudson, secretary. 


TENNESSEE 
West Tennessee 
The following committee chairmen 
have been appointed: Program, J. M. 
Moore, Jr., Trenton; legislation, L. D. 
Chesemore, Paris; vocational guidance, 
C. L. Baker and F. Butin; and publicity, 
Walter Baker and Ernest R. Cleaves, all 
of Memphis. 


TEXAS 

District 8 
The following are the officers: Presi- 
dent, H. F. Elliot, Rockport; vice presi- 


dent, George Diver, Elsa; and R. E. 
Bennett, Corpus Christi, secretary-treas- 
urer, 


VIRGINIA 
State Society 
According to advance information the 
program for the annual meeting on May 
22-23 will include F. V. Hetzler, of 
Kirksville, whose subjects will be “Hy- 
pertension,” “Chronic Occlusive Vascular 
Disease,” and “Coronary Artery Dis- 
ease”; Martin Beilke, Chicago, who will 
present “Pitfalls of Psychosomatic Medi- 
cine As It Is Practiced Today,” “Shoul- 
der Problems,” and “The Approach to 
Low-Back Problems”; and Earl Gedney, 
Norristown, Pa., who will discuss “Disk 
Ligament Sclerosing.” 


WASHINGTON 
Yakima Valley 


The officers are: President, Arthur E. 
vice president, 


Borchardt, Sunnyside ; 
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Jerry R. Buchanan; secretary-treasurer, 


Charles Wilson, both of Yakima. Russell 
L. Herr, Yakima, is trustee. 


WEST VIRGINIA 
Parkersburg 

Officers were announced in the March 
JourNnaL. The committee chairmen are: 
Program, J. C. Halley, New Martins- 
ville; legislation, R. J. Morey; veterans, 
R. H. DeWitt, both of Parkersburg; and 
public relations, H. L. Myer, Vienna. 


CANADA 
British Columbia 
The officers are: President, Milton P. 
Thorpe; vice president, V. B. Taylor; 
and William C. Atkinson, secretary- 
treasurer, all of Vancouver. 
Manitoba 
President, 


Edwin G. 
Bricker ; vice president, Richard M. Cor- 


Officers are: 


neilus; secretary, L. B. Mason, and G. 
Glenn Murphy, treasurer, all of Win- 
nipeg. 


Quebec 

The officers are: President, A. E. 
Wilkinson; vice president, A. A. Eggle- 
ston; and secretary-treasurer, F. G. Mar- 
shall, all of Montreal. Dr. Eggleston is 
also legislative chairman; Dr. Marshall, 
professional affairs; and Dr. Wilkinson 
is head of public affairs. 


SPECIAL AND SPECIALTY 
GROUPS 


ACADEMY OF APPLIED OSTEOPATHY 


New York 


The eleventh clinical conference was 
held January 17 in the Hotel Statler. 

Included in the program were Angus 
G. Cathie, Philadelphia, whose subject 
was “The Neuroanatomic Basis of the 
Osteopathic Lesion in the Pneumonias” ; 
Francis J. Beall, Jr., Syracuse, N. Y., 
who presented “The Clinical Varieties 
of the Pneumonias, Their Symptoma- 
tology and Diagnosis”; and D. Leonard 
Vigderman, New York City, who pre- 
sented “Osteopathic Management of Pri- 
mary Atypical Pneumonia.” 

The twelfth conference is scheduled to 
be held on April 18 in New York City. 


Puget Sound 

The February 21 meeting was held 
in conjunction with the Third District 
of the Washington Osteopathic Associa- 
tion in Longview, Wash. 

Speakers for the Academy program 
were A. V. Dunn, Vancouver, whose 
subject was “Body Types Influence Dis- 
ease Incidents,” and Mary Alice Hoover, 
Tacoma. 

The District program included Peter 
Rudnikoff, Longview, and A. J. Walker, 
Castle View, whose subject was “Two- 
Man Technic for Lumbar Area”; “Rec- 
ognition and Diagnosis of Common Cold” 
and “E.E.N.T. Problems” by T. I. 
Moore, Toledo. 
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Mayor E. E. Conley, of Longview, 
gave the welcome address, and Mr. Ralph 
Armstrong, an attorney, spoke to the 
group on the subject of “Doctors in 
Court.” 


AMERICAN COLLEGE OF 
OBSTETRICIANS AND 
GYNECOLOGISTS 
The officers are: President, A. J. Still, 
Flint, Mich.; first vice president, J. O. 
Carr, Fort Worth, Tex.; second vice 
president, Richard E. Eby, Pomona, 
Calif.; and secretary-treasurer, Arthur 
A. Speir, Merrill, Mich. 
Trustees are Lloyd C. Woody, Dallas, 
Tex.; and P. J. MacGregor, Lawrence- 
ville, Il. 


CALIFORNIA STUDY GROUP FOR 
PLASTIC AND RECONSTRUCTIVE 
SURGERY 


The officers are: President, Sol Gold- 
berg; president-elect and vice president, 
Simon Schroeder; secretary, Morris 
Edelstein, all of Los Angeles; and treas- 
urer, Wilfred Slater, Long Beach. 


CENTRAL STATES OSTEOPATHIC 
SOCIETY OF HERNIOLOGISTS 
The officers are: President, M. F. 
Bashline, Titusville, Pa., vice president, 
Boyd Osborne, Latrobe, Pa., and Wil- 

liam A. Reynolds, Haverford, Pa. 
Committee chairmen are: Membership, 
F. Hollingsworth, Grand Rapids, Mich., 
convention program, William A. Rey- 
nolds, Haverford, Pa., legislation, George 
T. Hayman, Doylestown, Pa., public 
relations, J. A. Brandon, Lorain, Ohio, 
and constitution and by-laws, Dr. Bash- 
line. 


MICHIGAN SOCIETY OF 

OSTEOPATHIC ANESTHESIOLOGISTS 
David 
Hugh 
Robert 
secretary- 


The officers are: President, 
Friedman, Flint; vice president, 
B. Beardslee, Lansing; and 
C. Evans, Highland Park, 
treasurer. 

Trustees are: J. Maurice Howlett, 
Yolanda M. Anderson, both of Highland 
Park; and J. Calvin Geddes, Mt. 
Clemens. 


MICHIGAN WAR VETERANS’ 
ASSOCIATION 
The officers are: Commander, Robert 
M. Ashley, Wyandotte; vice-commander, 
E. E. Weaver, Sturgis; and adjutant, 
R. S. Sinclair, Detroit. 


MISSOURI CRANIAL STUDY GROUP 

The officers are: President, Joseph 
G. Bennett, Buffalo; vice president and 
program chairman, Edward Barnett, 
Clinton; and secretary-treasurer, Alston 
W. Noyes, St. Louis. 


TEXAS OSTEOPATHIC RADIOLOGICAL 
SOCIETY 


The officers are: President, Malcolm 
E. Snell, Dallas; vice president, R. O. 
Brennan, Houston; secretary-treasurer, 
Worth. The pro- 
Charles Ogilvie, 


Charles Curry, Ft. 
gram 
Dallas. 


chairman is 
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WESTERN STATES OSTEOPATHIC 
SOCIETY OF PROCTOLOGY 


The officers are: President, George 
M. Richardson; president-elect, John W. 
Orman, both of Tulsa, Okla.; and secre- 
tary-treasurer, E. F. Waters, Salt Lake 
City. 

Trustees are: R. H. Hurst, 
and L. J. Vick, Amarillo, Tex., Hal 
H. Edwards, San Antonio, Tex., and 
M. M. Vick, Loveland, Colo., Earl B. 
Trigg, Los Angeles, and L. D. Paul 
Collins, Bellingham, Wash. 


The program chairman is Lee R. Borg, 
Los Angeles. 


Denver, 


State and National Boards 


ALBERTA 
Examinations in April. Address G. B. 
Taylor, Acting Registrar, Office of the 
Registrar, University of Alberta, Ed- 
monton, Alberta. 
ARIZONA 
Basic science examinations June 17, 
at the University of Arizona, Tucson. 
Applications must be completed 2 weeks 
in advance. Address Herbert D. Rhodes, 
Ph.D., secretary-treasurer, Basic Science 
Board, University of Arizona, Tucson. 
COLORADO 
Basic science examinations in June, 
Lecture Room, Second floor, YMCA 
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Building, 16th and Lincoln Streets, Den- 
ver. Applications must be filed in ad- 
vance. Address Esther B. Starks, D.O., 
secretary, Basic Science Board, 1459 
Ogden St., Denver 18. 

Dr. Starks was reappointed to the 
Board on January 23, for a 5-year term. 
She was also re-elected secretary. 

CONNECTICUT 

Basic science examinations June 13, 
Room, 23, Lampson Hall, Yale Univer- 
sity, New Haven. Applications must be 
filed by May 30. Address Miss M. G. 
Reynolds, executive assistant, State 
Board of Healing Arts, 110 Whitney 
Ave., New Haven 10. 


FLORIDA 
Basic science examinations June 6. 
Address M. V. Emmel, D.V.M., Board 


of Examiners in Basic Science, P.O. Box 
340, Gainesville. 
GEORGIA 

Examinations July 7. Address Robert 
K. Glass, D.O., secretary, Board of 
Osteopathic Examiners, 834-5 Forsyth 
Bldg., Atlanta 3. 

Dr. Glass and Frederick W. Daniels, 
Fitzgerald, have been reappointed to 
serve as members of the Board until 
September 10, 1955. Everett E. Jones, 
LaGrange, to serve until September 10, 
1954; and D. H. Brown, Columbus, until 
September 10, 1953. 

HAWAII 

Examinations in April. Address Frank 
QO. Gladding, D.O., secretary-treasurer, 
Board of Osteopathic Examiners, 504 
Hawaiian Trust Bldg., Honolulu 13. 
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IDAHO 
Examinations June 11 in Boise. Ad- 
dress Mr. Britt Nedry, director, Bureau 
of Occupational License, Room 354, State 
House, Boise. 


ILLINOIS 
Examinations June 23-25 in Chicago. 
Applications must be filed 15 days in 
advance. Address Mr. C. Hobart Engle, 
Department of Registration and Educa- 
tion, Springfield. 


INDIANA 

Examinations June 17-19 at Indian- 
apolis. Address Miss Ruth V. Kirk, 
executive secretary, Board of Medical 
Registration and Examination, 1138 K 
of P Bldg., Indianapolis. 


KENTUCKY 
Examinations June 8-10 at the Henry 
Clay Hotel, Louisville. Address Mrs. 
Ray Wunderlich, Director, Medical Li- 
censure and Registration, Board of 
Health, 620 South Third Street, Louis- 
ville 2. 


MAINE 
Examinations June 9 at Augusta. Ad- 
dress George F. Noel, D.O., secretary- 
treasurer, Board of Osteopathic Exami- 
nation and Registration, Monument Sq., 
Dover-Foxcroft. 


MANITOBA 

G. G. Murphy and L. B. Mason, both 
of Winnipeg, have been reappointed to 
serve as members of the Board of 
Osteopathic Physicians until January, 
1954; and W. Kurth and R. Cornelius, 
both of Winnipeg, have been reappointed 
until January, 1955. F. H. Deeks, Winni- 
peg, has been appointed to serve until 
January, 1956. 


MARYLAND 
Examinations in June. Address Walter 
H. Waugman, D.O., secretary, Board 
of Osteopathic Examiners, 33 S. Centre 
St., Cumberland. 


MICHIGAN 
Basic science examinations in May at 
Detroit and Ann Arbor. Applications 
must be filed by May 1. Address Mrs. 
Anne Baker, secretary-treasurer, State 
Board of Examiners in the Basic Sci- 
ences, 423 W. Michigan, Lansing. 


MISSISSIPPI 
Examinations June 22-23 at Robert E. 
Lee Hotel, Jackson. Applications must 
be filed prior to June 12. Address R. N. 
Whitfield, M.D., assistant secretary, 
State Board of Health, Jackson 5. 


NEBRASKA 
Basic science examinations May 5-6. 
Applications must be filed 15 days be- 
fore examination. Address Mr. Husted 
Kk. Watson, Director, Bureau of Ex- 
amining Board, Department of Health, 
Lincoln 9. 


NEW YORK 
Examinations June 23-26 at Albany, 
Buffalo, New York City, and Syracuse. 
Applications must be filed by May 23. 
Address Dr. John W. Paige, Chief, 


j > 
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Bureau of Professional Examinations 
and Registration, 23 South Pearl Street, 
Albany. 


OHIO 
Examinations June 15-17 at Columbus. 
Applications must be filed by June 1. 
Address H. M. Platter, M.D., secretary, 
State Medical Board, 21 W. Broad 
Street, Columbus 15 


RHODE ISLAND 
Examinations July 2-3 at Providence. 
Applications must be filed by June 2. 
Address Mr. Thomas B. Casey, adminis- 
trator, Division of Professional Regula- 
tions, 366 State Office Bldg., Providence. 


SOUTH DAKOTA 
Basic science examinations June 5-6 
at the South Dakota University Medical 
School, Vermillion. Applications must 
be filed by May 15. Address Gregg M. 
Evans, Ph.D., secretary, Basic Science 
Board, 310 East 15th Street, Yankton. 


TENNESSEE 

Examinations are held on the second 
Wednesday in February and the last 
Wednesday in July at Nashville. Address 
M. E. Coy, D.O., secretary, Board of 
Examination and Registration for Osteo- 
pathic Physicians, 1226 Highland Ave., 
Jackson. 


TEXAS 

Professional examinations June 22-24, 
Texas Hotel, Fort Worth. All reci- 
procity applications must be complete 30 
days before meeting date. Address M. 
H. Crabb, M.D., secretary, Board of 
Medical Examiners, 1714 Medical Arts 
Bldg., Fort Worth 2. . 

Basic science examinations April 17-18. 
at Galveston. Address Mrs. Sandra 
Allen, chief clerk, Board of Examiners 
in the Basic Sciences, 407 Perry-Brooks 
Bldg., Austin. 


VERMONT 
Examinations June 24-25 at State 
House in Montpelier. Applications must 
be filed June 15. Address Charles D. 
Beale, D.O., secretary, Board of Osteo- 
pathic Examination and Registration, 
Mead Bldg., Rutland. 


WEST VIRGINIA 

Examinations June 24-25 at the Shen- 
andoah Hotel in Martinsburg. Applica- 
tions for examination must be received 
10 days prior and applications for reci- 
procity 30 days prior to the meeting of 
the Board which begins on June 23. 
Address W. S. Irvin, D.O., secretary, 
Board of Osteopathy, 202 Broadway, 
Berkeley Springs. 


WISCONSIN 

Professional examinations July 14-15 
in the Public Service Building, Milwau- 
kee. Applications must be filed by June 
30. Address A. G. Koehler, M.D., secre- 
tary, Board of Medical Examinres, 46 
Washington Blvd., Oshkosh. 

Basic science examinations June 13 
at the Marquette University Medical 
School Auditorium, 561 N. 15th Street, 
Milwaukee. Applications must be filed 
by June 6. Address Prof. W. H. Barber, 
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other therapy.!-3 


DESITIN 


the pioneer external cod liver oi! therapy 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


in TISSUE REPAIR 


OINTMENT 


Protective, soothing, healing, Desitin Ointment is a non- 
irritating blend of high grade, crude Norwegian cod liver oil 
(with its unsaturated fatty acids and high potency vitamins A 
and D in proper ratio for maximum efficacy), zinc oxide, 
talcum, petrolatum, and lanolin. Desitin Ointment does not 
liquefy at body temperature and is not decomposed or 
washed away by secretions, exudate, urine or excrements. 
Dressings easily applied and painlessly removed. 


Tubes of 1 0z., 2 oz., 4 oz., and 1 Jb. jars. 


write for samples and literature 


DESITIN cuemicat company 


70 Ship Street © Providence 2, R. 1. 


1. Behrman, H, T., Combes, F. C., Bobroff, 
Leviticus, R.: Ind. Med. & Surg. 18:512, 1949. 

2. Turell, R.: New York St. J. M. 50:2282, 1950. 

3. Heimer, C. B., Gravel, H. G., and Kramer, B.: 
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Board of Examiners in the 
Sciences, 621 Ransom Street, 
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WYOMING 
Examinations June 1, 2 in Cheyenne. 
Address Franklin D. Yoder, M.D., sec- 
retary, Board of Medical Examiners, 
State Capitol, Cheyenne. 


REREGISTRATION OF OSTEOPATHIC 
LICENSES 


April 15—Montana, $2.00 for resi- 
dents; $1.00 for nonresidents. Address 
Asa Willard, D.O., secretary, Board of 
Osteopathic Examiners, Wilma Building, 
Missoula. 


May 1—lIowa, $1.00. Address Mr. 
Dwight S. James, assistant secretary, 
Board of Osteopathic Examiners, 200 
Walnut Bldg., Des Moines 9. 

May 1—Washington, $2.00. Address 
Robert L. Smith, Director, State Depart- 
ment of Licenses, Professional Division, 
Olympia. 

June 1-30—Hawaii, resident, $5.00, non- 
resident, $2.00. Address Frank O. Glad- 
ding, D.O., secretary-treasurer, Board of 
Osteopathic Examiners, 504 Hawaiian 
Trust Bldg., Honolulu 48. 

Before June 30—Delaware, $10.00. Ad- 
dress Joseph McDaniel, M.D., secretary, 
Board of Medical Examiners, 229 S. 
State St., Dover. 

June 30—Virginia, $1.00. Address K. 
D. Graves, M.D., secretary, Board of 
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in hypo-chromic anemia. With this new and outstanding 
hematinic, not only iron is supplied in sufficient thera- 
peutic quantities (and in the ferrous form, which is better 
absorbed by the human being), but also all the elements 
known to be essential for the development and matura- 


Ferrous Sulphate (equivalent to 57.7 mg. free 


2308 West 7th Street 


iron) 194.4 mg. 
Liver, Desiccated, N.F. ..........-...--- 200 mg. 
Stomach Substance 100 mg 
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Vitamin C 50 mg. 
Folic Acid 1 mg. 


Suggested dosage: One capsule three times daily before meals. 
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Los Angeles 5, California 


Medical Examiners, 63! First St., S.W., 
Roanoke. 

On or before June 1—West Virginia, 
$2.00. Address -W. S. Irvin, D.O., sec- 
retary, Board of Osteopathy, 202 Broad- 
way, Berkeley Springs. 

July 1—Idaho, $10.00. Address Mr. 
Britt Nedry, director, Bureau of Occu- 
pational Licenses, Room 354, State 
House, Boise. 

July 1—within period of 60 days 
following—Indiana, $5.00 for residents ; 
$10.00 for nonresidents. Address Paul 


R. Tindall, M.D., secretary, Board of 
Medical Registration and Examination, 
20 N. Pike St., Shelbyville. 

July 1—Kansas, $5.00. Address For- 
rest H. Kendall, D.O., secretary, Board 


of Osteopathic Examination and Regis- 
tration, 420% Pennsylvania Ave., Holton. 

July 1—Michigan, $5.00. Address Harry 
F. Schaffer, D.O., secretary, Board of 
Osteopathic Registration and Examina- 
tion, 1375 Penobscot Bldg., Detroit 26. 

July 1—North Dakota, $3.00. Address 
Gordon L. Hamilton, D.O., secretary- 
treasurer, Board of Osteopathic Exam- 
iners, Ringo Bldg. 119 S. Main St. 
Minot. 

July 1—Oklahoma, $2.00. Address Ivan 
E. Penquite, D.O., secretary-treasurer, 
Board of Osteopathy, 202 Clayton Bldg., 
Sapulpa. 

July 1—Tennessee, $5.00 to State Li- 
censing Board for the Healing Arts and 
$1.00 to the Osteopathic Board. Both 
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fees payable to M. E. Coy, D.O., secre- 
tary, Board of Examination and Regis- 
tration for Osteopathic Physicians, 1226 
Highland Ave., Jackson. 


EXAMINATION BY NATIONAL BOARD 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday 
of each May and December at the six 
approved colleges. Application blanks 
may be obtained from the secretary or 
the dean of the college, and the com- 
pleted application blank, together with a 
passport photograph and check for the 
part to be taken, must be in the secre- 
tary’s office by the November 1 or April 
1 preceding the examination. 

Examinations in Part I consist of 
anatomy, including histology and embry- 
ology; physiology; physiological chemis- 
try; general pathology ; and bacteriology, 
including parasitology and immunology. 

Part II consists of examinations in 
surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties ; 
obstetrics and gynecology; pediatrics; 
neurology and psychiatry; public health, 
including hygiene; medical jurispru- 
dence; osteopathic principles, therapeu- 
tics, including pharmacology and materia 
medica. 

Part III is an oral and practical ex- 
amination given in Philadelphia, Chicago, 
Kirksville, and Los Angeles under the 
supervision of a chief examiner who is 
a member of the Board and by a panel 
of associate examiners. Subjects covered 
in Part III are anatomy; physiology; 
pathology; osteopathic principles, thera- 
peutics, and pharmacology; surgery; 
ophthalmology and otorhinolaryngology ; 
obstetrics and gynecology; physical and 
clinical diagnosis; public health and com- 
municable diseases. 


The following examinations in Part 
III are scheduled: 
Los Angeles 
Chicago 


June 6-7 
June 13-14 


Eligibility requirements are as follows: 
Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory com- 
pletion of Part I and of the first two 
quarters or trimesters of the senior year 
in an approved osteopathic college; Part 
III, satisfactory completion of Part II 
and at least 6 months of a 1 year’s 
internship approved by the American 
Osteopathic Association. The internship 
requirement does not apply to candidates 
who took Part I prior to July, 1950. 

Applications must be filed with the 
secretary of the Board not less than 
30 days prior to the examination dates. 
Address Paul van B. Allen, D.O., sec- 
retary, 1512 N. Delaware Street, In- 
dianapolis 2, Indiana. 
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SOCcies. PATHOLOGY AS A 
MEDICAL SCIENCE* 
George Wolff, M.D.+ 

Chief, Biometrics Branch, Medical Division, 
ivil Aeronautics Administration, 

Washington, D. C 


I. OUTLINE OF A THEORY: 
DEFINITIONS AND DELIMITATIONS 


The concept of social pathology and 
social medicine has more and more fo- 
cused general attention on the founda- 
tions of public health and preventive 
medicine in modern society. The sub- 
ject of social medicine and its teaching 
has recently been widely discussed both 
in England and the United States; in 
the French and German language areas 
such developments had taken place some 
decades earlier.’ 

It is worth while to dwell for a mo- 
ment on a more precise definition of the 
science of social pathology to avoid all 
further confusion. By the term “Social 
Pathology” is meant in this essay the 
systematic doctrine demonstrating, as 
far as possible by quantitative means, 
the interrelationship between genuine 
pathological conditions of man, i.e., hu- 
man diseases in the clinical-medical sense 
and social conditions of the human en- 


vironment. A short definition may be bad the complete 
formulated as follows: me iISC Oo lipotropic 
The relation between disease and therapy 


social conditions is the content of social 


pathology; its method is necessarily a ... because it provides vitamin B12, 
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F : , achieving normal fat metabolism. Inositol 0.75 Gm. 
or example, the social pathological - 

investigation into tuberculosis and social shor G8 Vitamin Biz 18 mcg. 

conditions (such as income, occupation, high’ Liver Concentrate and 

housing, nutrition, family size, or other for samples and Desiccated Liver** 0.78 Gm. 

elements of the social environment) detailed literature write *Present in syrup as 1.15 

needs the sociological-statistical compari- U. S. Vitamin corporation 

son of certain groups in respect to casimir funk labs., inc. (affiliate) Gm. Liver Concentrate 

tuberculosis.?2 On the other hand, the 250 E. 43 St. + New York 17, N.Y. 


anatomical-pathological and clinical ex- 
amination is predominantly based on in- 


dividual observation and experimental shows very clearly the difference be- nose. From the clinical point of view 
clarification of the case by histological, tween the clinical-pathological and social- it is the interesting case, the difficult and 
chemical, bacteriological, etc., tests. This pathological approaches. From the angle rare disease which catches the attention 
a oe ee ee of social medicine it is the frequency in the first place and makes it a medical 
Journal of Pubkic Health, December, 1952. of a its the it is the 
7 ' a ' type which makes it a social problem; it “case,” for the social pathologist it is 

at por is not necessarily a disease hard to diag- the “group” to be dealt with. 
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The relationship between gastric hyper- 
acidity and peptic ulcer is more than 
casual. The role played by the chemical 
and digestive properties of gastric juice 
has been shown experimentally and 
clinically.' The control of hyperacidity 
is, therefore, important in the manage- 
ment of both “acid indigestion” and 
peptic ulcer. 
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Hydroxide Gel (dried), Magnesium Tri- 
silicate, Magnesium Carbonate, Gly- 
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combined in balanced combination for 
maximum therapeutic effectiveness. 
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A more concrete example of such in- 
vestigation in the borderline area be- 
tween social and medical science has 
been offered by this author a few years 
ago in a study comparing, country by 


country, the extent of industrialization 
by certain indices with the death rate 
from tuberculosis over several decades. 
From satistical correlations it could be 
shown that, in spite of the risks of in- 
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dustrial work, tuberculosis mortality in 
highly industrialized countries on the 
average is lower than in most agrarian 
states where the standard of living and 
hygiene often leave much to be desired. 
For decades tuberculosis mortality was 
lower in industrialized England and Bel- 
gium than in predominantly agrarian 
France and Hungary; in the United 
States, with increasing industrialization 
since the turn of the century it is lower 
than in Japan which up to the last 
World War must be reckoned, according 
to occupational censuses, as primarily 
agrarian. This, of course, does not 
mean that industrial work by itself is 
healthier than agricultural work; but it 
does mean that the earlier injuries of 
factory labor, evident in the beginning 
of industrial developments everywhere, 
are overcome or are Overcompensated by 
the general improvement in standards of 
living for the bulk of the people. 

Thus, industrialization of civilized 
nations brings with it not only dust and 
industrial diseases, but also elevation of 
the national well-being, higher wages 
and protection of workers together with 
better medical treatment and numerous 
measures of sanitation and preventive 
medicine. However, it became evident 
also that within the same country, as a 
political and cultural unit, the inhabi- 
tants of which enjoy more equally the 
resources of modern civilization and 
technology, the menace of tuberculosis 
as a mass disease is mostly less in the 
agricultural districts and occupations 
than in the industrialized ones. This 
could be demonstrated within the prov- 
inces and districts of Germany and 
England as well as for the individual 
states of the United States.° The com- 
plex nature of a sociological and social- 
pathological analysis is obvious when 
we are to deal with the prevalence of 
disease in various groups of human 
society. Group observation is charac- 
teristic of any social-pathological study 
and, therefore, epidemiology as the de- 
scription and statistical analysis of mass 
diseases is closest in its methods to social 
pathology. 


Il. SOCIAL PATHOLOGY, PREVENTIVE 
MEDICINE, AND PUBLIC HEALTH 


The remarks on social pathology 
ought to make it sufficiently clear that 
a new factor must enter the picture of 
medical science and preventive practice 
if we are entitled to make social medi- 
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cine an academic discipline in its own | 

right, or to distinguish between curative, 

preventive, and social medicine in the 


curriculum of the student. 


The new factor to be considered is the oe 
social component of health and disease, e 
or the relationship between social condi- ; 
tions of the daily environment and 
health, or lack of health. Such a rela- new, 
tion between social environment and a 
health conditions exists almost in any 


disease, if varying in degree. “Disease, 
all forms of disease, invariably affect PELTON HP-2 
the individual’s social life,” as it was 


expressed by Henry E. Sigerist in a 
historiographic picture of civilization 
and disease.“ This social factor is more 
obvious in some diseases, such as tuber- 
culosis, chronic rheumatic fever, rickets 
than in others, such as cancer, diabetes, 
psoriasis. To find the varying degree of 
the social differential in morbidity and 
mortality, often intertwined with the 
differential between racial, geographical, 
or national groups, is the essence of 
social pathology, which because of its 
bearing on future generations requires 
the discussion of the hereditary factor in 
disease also. This is a new important 

task of public health. At the same time 


the quantitative (statistical) and quali- 


tative (social) element of human _ pa- 

thology makes for a clear theory of FAST EFFECTIVE AUTOCLAVING 
social medicine, which otherwise is in 9 

sreat danger of being obscured by a | 

Early in 1951, we introduced the revolutionary FL-2 Autoclave, 

: which, for the first time, reduced minutes to seconds between 
consecutive sterilizing periods. Since then, orders have far exceeded 

our steadily increasing production of the FL-2. 


At this juncture we will first quote .a 
sentence from an American pioneer of 
public health, C.-E. A. Winslow, who in | 
an address at the Seventv-fifth Anni- Now, we are proud to present the big brother of the FL-2... 
versary of the Massachusetts State the new HP-2, with a sterilizing chamber 8 inches in diameter 
Board of Health put it this way": that takes instruments up to 16 inches long. Like the FL-2, the 
“Public health which in its earliest days new HP-2 generates and then stores steam under pressure in its 
was an engineering science and has now outer chamber ready for instant use. To the private office it brings 
become also a medical science must large sterilizing capacity eo speed, hospital safety, economical 
expand until it is in addition a social operation, and professional distinction. 


science.” This statement of a public | Ask your dealer today about Pelton HP-2. 
health scholar in the United States illus- 


trates well the historical development. 
If periodic examination of the healthy 
and hospitalization of the sick is being 


included as a state obligation in public 

health or public medical care, as it has THE PELTON & CRANE CO., DETROIT 2, MICHIGAN 
been recently termed by Franz Gold- 
mann, the social implications of public 
health administration and work are 
clearly seen. 


The creation of health centers for viduals of the same age, occupational, or the Peckham Experiment, initiated in 
providing all medical services, preven-  disease-exposed group) is another im- 1926 under the leadership of G. Scotts 
tive and curative, to the family as the portant step in the development of social Williamson in a suburb of Greater Lon- 
group unit (not only to casual indi- medicine. This was the inspiring idea of don for a limited number of families; 


SPRAY QUIGK RELIEF 


Burns 
Eczemas 


Debridement 
AEROSOL — 
Automatic Spray Topical Anesthetic > Rectal 
Containing 20% Dissolved Benz Examinations 
ARNAR-STONE LABORATORIES, INC. 
(Formerly Named Americaine, Inc.) 1316 Sherman Ave., Evanston, Ill. pies on request. 


43 
Oy 
| 
| 
joins 
¢ 
a 


For good reason FELSOL has steadily maintained a 
powder form dosage, despite the current demand for 
tablets and capsules. 


Recent studies* emphasize why there is more pharma- 
ceutical sense than meets the eye in powder form 
medication. The principle demonstrated is simply this: 
in any given medicine, the smaller the particle size, the 
greater the rate of absorption because of increased 
surface area Having a larger surface area, medicinal 
ingredients in powder form display higher solution rates 
and more effective activity. 


Since prompt action is of the essence in symptomatic 
treatment of ASTHMA, HAY FEVER, and other bronchial 
allergic disease states, FELSOL in finely ground powder 
form insures quick and complete absorption. 


Gratifying relief from distressing respiratory and 
related symptoms thus comes swiftly and surely 


AMERICAN Felsol COMPANY 


LORAIN, OHIO 


* J V SWINTOSKY et at. JO AMER 
PHARM ASSOC 38, 6:308-13 JUNE 1949 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


Hummel Hummel 
by E. ALLEN PETERSEN, D.O. 
Story of a 17,000 mile voyage in a CHINESE JUNK 


Shining through the narrative is the bright gleam of the 
inherent courage of man battling against the elements——the 
intrepid valor of Tani, the bride, to whom the book is dedicated. 
R. N. HAMILTON 


Nautical Research Journal 


At all book stores, $3.95 
Published by Vantage Press 


When prescribing Ergoapiol 

(Smith) with Savin for your gynecologic 
patients, you have the assurance that it can be obtained 
only on a written prescription, since this is the only 
manner in which this ethical preparation can be legally 
dispensed by the pharmacist. The dispensing of this 
uterine tonic, time-tested ERGOAPIOL (Smith) WITH 
SAVIN—only on your prescription—serves the best 
interests of physician and patient. 

INDICATIONS: Amenorrhea, Dysmenorrhea, Menorrhagia, 
Metrorrhagia, and to aid involution of the postpartum uterus. 
GENERAL DOSAGE: One to two capsules, three to four 

times daily—as indications warrant. 

In ethical packages of 20 capsules each, bearing no directions. 


Literature Available to Physicians Only. 


ERGOAPIOL “wim SAVIN 


when capsule is cut in 
half at seam. 

MARTIN H. SMITH COMPANY 
150 LAFAYETTE STREET 
NEW YORK 13, N.Y. 


Journal A.O.A. 
April, 1953 


they voluntarily joined the community 
center, but never reached in this pioneer 
experiment a number of the 2,000 fam- 
ilies.» Since then, the establishment of 
health centers has become a_ leading 
idea in social medicine. “Health centers 
in the teaching of social health cor- 
respond to hospitals in the teaching of 
clinical medicine,” says John B. Grant 
(International Health Division of the 
Rockefeller Foundation) in an article 
commending the teaching of social medi- 
cine in the curriculum.’ 

More recently, a plan similar to the 
Peckham Experiment in London has 
been proposed as a_ future research 
project in Greater New York by Thomas 
D. Dublin and Marta Fraenkel,” based 
on experience from prepayment medical 
care planning with a view to establishing 
health maintenance services for a larger 
number of families, between 6,000 and 
8,000, or no less than 20,000 persons to 
be taken care of by the health center. 
These authors call their program, in- 
cluding all diagnostic, therapeutic, re- 
habilitative, as well as preventive serv- 
ices to the members of the family, “an 
experiment in social medicine, where the 
application of the experimental method 
so highly developed in other branches 
of medicine is long overdue.” It may 
be open to question whether in social 
medicine the strictly experimental method 
of natural science. and individual ob- 
servation can be applied. In all social 
science mass observations are the basis 
of the statistical analysis, retrospective 
and prospective; in natural science, on 
the other hand, the experimental method 
is characterized from the beginning by 
the inherent possibility of its being re- 
peated at the experimenter’s discretion. 
This is hardly the case in an investiga- 
tion of given or planned social events. 

Public health work originally covered 
the field of sanitary engineering, water 
supply and canalization, disposal of do- 
mestic and industrial refuse, housing 
problems and food control, accident pre- 
vention and occupational injuries. This 
field maintains its high importance for 
the sanitation of city and country life, 
much more so with increasing indus- 
trialization and motorized traffic. It did 
not concern itself specifically with the 
personal welfare of the human being in 
our man-made society. Then came the 
epoch of bacteriological and _proto- 
zoological discoveries, tied up with the 
names of Louis Pasteur and Robert 
Koch, Charles Laveran, Ronald Ross, 
Patrick Manson, Howard Ricketts, Wal- 
ter Reed, to list only a few names of 
the great explorers of the pathogenic 
microbe world and the insect vectors of 
disease. Public health work was now 
almost identified with the fight against 
communicable and tropical diseases. To 
this fight against the pathogenic 
microbes Paul Ehrlich added a_thor- 
oughly thought out specific chemother- 
apy, originally concevied on the basis 
of his ingenious side-chain theory for 
the explanation of the immunity process. 
It finally led him to the idea of a thera- 
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pia sterilisans magna to destroy the 
parasites without seriously damaging 
the body cells. In our days the inven- 
tion of the sulfa drugs and the miracle 
of the antibiotics has been added, and 
the introduction of such efficient insec- 
ticides as DDT even makes the eradi- 
cation of malaria, the most destructive 
mass disease in the warm climates, and 
of typhus and plague a possibility. This 
is one of the glorious chapters in the 
history of medicine and, indeed, of pub- 
lic health as a medical science. 

(To be concluded in the May Journat.) 
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Chicago, Illinois. Cloth. Pp. 183. Price $5.50. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Ave., Springfield, Ill, 1953. 


GASTRIC CANCER. By Alfred H. Iason, 
M.D., Attending Surgeon, Adelphi Hospital; 
Director of Surgery, Brooklyn Hospital for 
the Aged; Surgeon, Manhattan General Hos- 
pital; instructor in Anatomy, New York Medi- 
cal College and Flower Hospital. Cloth. Pp. 
316, with illustrations. Price $7.50. Grune & 
Stratton, Inc., Medical Publishers, 381 Fourth 
Ave., New York 16, 1953. 


PAIN SYNDROMES AND _ THEIR 
TREATMENT With Special Reference to 
Shoulder-arm Pain. By James M. Tarsy, 
M.D., Chief, Arthritis Clinic, University (New 
York Postgraduate) Hospital, New York Uni- 
versity-Bellevue Medical Center; Associate 
Visiting Physician, Bellevue and University 
Hospitals; Assistant Clinical Professor of 
Medicine, Postgraduate Medical School, New 
York University, New York, New York; Chief, 
Arthritis Clinic, St. Mary’s Hospital, Brook- 
lyn, New York. Cloth. Pp. 592, with illustra- 
tions. Price $12.00. Charles C Thomas, 
Publisher, 301-327 East Lawrence Ave., Spring- 
field, 1953. 


APPLICATIONS FOR 
MEMBERSHIP 
MISSOURI 
Lewis, F. J., (Renewal) 220% W. Lexington 

St., Independence 


Devins, Sidney B., (Renewal) 303 Altman 
Bldg., Kansas City 6E 
Kratz, Karl K., (Renewal) 1109% Gulf, Lamar 
Mulkin, M. A., (Renewal) Still-Hildreth Os- 
teopathic Sanatorium, Macon 
PENNSYLVANIA 


Myers, Marvin M., 2004 Spruce St., Phila- 
delphia 3 


TEXAS 


Wortham, James Frank, (Renewal) 621 Little- 
field Bidg., Austin 15 


view. By Roy R. Grinker, M.D., Director of . 
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ELEGANT 
ACCURACY 


ODERN Office decor calls for equally handsome equipment. The 
new TYCOS* Desk Aneroid combines traditional TYCOS accuracy 
with real elegance. Its beautiful case is solid walnut, hand rubbed to a 
velvet finish, with satin finished brass trim. The 3%” ivory tinted dial is 
easy to read, and notice the easel . . . you can adjust it to any angle. 
Best of all, of course, it gives you accurate, dependable readings. The long 
pointer gives you a magnified pulse wave and maximum sensitivity. You 
can be sure it’s accurate as long as the pointer returns within zero—an 
easy visual check. Our 10-year warranty assures you that it will remain 
accurate unless misused. If thrown out of adjustment during the 10-year 
warranty period, we'll re-adjust the manometer only free, exclusive of 
replaced broken parts. 
Exclusive hook cuff fits any size adult arm, goes on and off quickly and 
easily. Stainless steel ribs prevent ballooning. 
You can see this handsome new TYCOS Aneroid at your surgical supply 
dealer. Why not order one for your desk and keep your pocket Aneroid 
in your bag for outside calls. 
Price only $49.50. 


Taylor Instrument Companies, Rochester, N. Y., and Toronto, Canada. 


TAYLOR INSTRUMENTS 
MEAN ACCURACY FIRST 


i 
ay 20 280 
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PLEASE MENTION 


Therapy for Vascular 
Headache to Reverse the 
Physiologic Disturbance 


Headache, a problem encountered in all kinds “ 
medical practice, may occur in association wit 
any of a variety of disorders, some organic, 
others purely functional. 


Among the several types, functional head- 
aches present the greatest problem because of 
their obscure etiology and recurrent nature. 


Among these are: 

Migraine (both classical and variant forms) 

Tension headache 

Psychogenic headache 

Histaminic cephalgia 
Wolff and his co-workers established that the 
pain of these headaches is due to disturbance of 
the tonus of cranial blood vessels — hence the 
term vascular headaches. 


The craniovascular changes associated with 
the several phases of the typical migraine attack 
are: 
Vasoconstriction —to which the visual 
prodromata are attributable. It is possible 
to abort the attack during this phase in 
all but a few cases. (See treatment below.) 
Vasodilatation — as the vessels lose their 
tone, exaggerated pulsations set in, re- 
sulting in the throbbing pain which 
characterizes vascular headache. Treat- 
ment for the attack is still effective during 
this phase. (See below.) 

Vessel Edema — if the vasodilation con- 
tinues for too long, vessel walls become 
edematous; this changes the character of 
the pain to a steady, intense aching. The 
attack can now no longer be checked, 
even with maximum dosage of specific 
drugs. Moreover, sustained headache 
often induces reflex neck muscle tension, 
a source of residual pain. 


Therapy: 1. Reduce the frequency of attacks 

— psychotherapy and regulation of living habits 

to avoid fatigue and nervous tension. 

2. Relieve the acute attack—of the 

numerous drugs which have been tried, ergota- 

mine and its derivative preparations have proved 

most effective. The newest product is oral tablets 

of Cafergot®, N. N. R. (ergotamine with caffe- 

ine ‘Sandoz’). When dosage is adjusted to the 

needs of the individual, Catergot will give good 

relief in 85% of cases. It enables a greater num- 

ber of patients to benefit from early administra- 

tion since the oral route simplifies treatment as 
compared to parenteral therapy. 

The dosage procedure is: 

1. Take 2 tablets at first sign of 

attack. 

2. If attack continues, take one ad- 

ditional tablet every ¥%2 hour 

until attack is terminated (max. 

6 tabs. per attack). 


Many migraine patients delay taking medication 
until the attack is it its height. Explicit dosage 
instructions may be forgotten unless the patient 
comes to realize their importance. Therefore, to 
encourage adherence to correct procedure, we 
have prepared pads outlining detailed dosage 
instructions. Supplies of these INSTRUCTION 
SLIPS will gladly be sent upon request. 


GENERAL REFERENCES: DeJong, R.: 
Chicago M. Soc. Bull 54: 106, 1951. Fried- 
man, A.: Modern Headache i ~ & St. 
Louis, C. V. Mosby Co., 1951. Wolff, H.: 
Headache and Other Head Pain, N. Y., 
Oxford Univ. Press, 1948. 


harmaceuticals 


Angert, Irvin 


Armstrong, Albert 


Auwers, 


Baird, Glenn A., from 412 N. 
Barsky, 
Beach, Elizabeth D., 
Billings, Theodore R., 
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CHANGES OF ADDRESS 
AND NEW LOCATIONS 


Anderson, Ernest H., from Mason, W. Va., 


to Camdenton, Mo. 

., from 4225 Lancaster Ave., 
irard Ave., Philadelphia 30, Pa. 
from Joplin, Mo., to 
Box 517, Show Low, Ariz. 


to 2904 W. 


Ashlock, Thomas, from 629 University Ave., 


to 624 University Ave., Palo Alto, Calif. 


Auwers, Frederick J., from Beaverton, Ore., 


to Grandview Hospital, 405 Grand Ave., 
Dayton 5, Ohio 

Laura S., from Beaverton, Ore., to 
Grandview Hospital, 405 Grand Ave., Day- 


ton 5, Ohio 


Bahling, Harold C., from Wauwatosa, Wis., to 


7212 W. Center St., Milwaukee 10, Wis. 
Second St., to 
Box 189, Hiawatha, Kans. 
Paul, from 5157 Whitaker Ave., to 
1114 Porter St., Philadelphia 48, Pa. 

from Glendora, Calif., 
to 5382 Poplar Blvd., Los Angeles 32, Calif. 
i from Fresno, Calif., to 
Box 556, Pinedale, Calif. 


Bradford, Warren G., from 85 Pointview Ave., 


to 701 Salem Ave., Dayton 6, Ohio 
Bruckner, Donald C., PCO °52; Grandview 
Hospital, 405 Grand Ave., Dayton 5, Ohio 


Caldwell, Martin R., from Yale, Iowa, to 
Soddy, Tenn. 
Calvird, James P., from Clare, Mich., to 


Custer, S. Dak. 

Carroll, Joseph A., from 103 S. Third St., to 

128 S. Second St., Delavan, Wis. 

Cary, James E., from Brazil, Ind., to 205 E. 
llth St., Houston 8, Texas 

Chaikin, Joseph, from 348 12th St., S., to 

353 12th St., S., Brigantine, N. J. 

Connelly, Joseph W., from 1447 Gilpin St., 

to 1550 Lincoln St., Denver 3, Colo. 

Cramer, O. W., from 225a Collinsville Ave., 

to 2514 State St., East St. Louis, Til. 

Crawley, Virgil S., from Lynwood, Calif., 
e ae Palo Verde Ave., Long Beach 15, 
alif. 

Crow, Thayer A., from San Diego, Calif., to 
3358 Main St., Lemon Grove, Calif. 

Dailey, Thomas J., from 2834 Glendale Blvd., 
oa Lexington Ave., Los Angeles 29, 
alif. 

Dennis, Wallace L., from Milwaukee, Wis., to 
Black Creek, Wis. 

Fox, David, PCO ’52; Still Osteopathic Hos- 
pital, 725 Sixth Ave., Des Moines 9, Iowa 

Galutia, Paul R., PCO ’52; Allentown Osteo- 
pathic Hospital, 1746 Hamilton St., Allen- 
town, Pa. 

Gilbert, Emery J., from Detroit, 
109 Adams, St. Clair, Mich. 
Giliberto, James J., from Bangor, Maine, to 

1421 S. Broad St., Philadelphia 47, Pa. 

Gross, Everett J., from 5008 King Hill Ave., 
to 5105 King Hill Ave., St. Joseph 48, Mo. 

Grow, D. H., from Greentop, Mo., to 1217 
White Ave., Beloit, Wis. 

Harmon, William Howard, from 214% E. 
Fourth St., to Waterloo Osteopathic Clinic, 
800 E. Fourth St., Waterloo, Iowa 

Hartsock, W. E., from 1204 Frederick Ave., to 
3132 St. Joseph Ave., St. Joseph 44, Mo. 

Hedgpeth, Roy F., DMS °52; 617 S. Scenic 
Drive, Springfield, Mo. 

Holcomb, Kenneth R., from 5619 Lankershim 
Blvd., to 5518 Carpenter St., North Holly- 
wood, Calif. 

Holloway, H. Rex, from 803 The Wolverine 
Tower, to 37 Woolnough Ave., Battle Creek, 
Mich. 

Homnick. Myron M., from Oakland, Calif., to 
412 Washington St., San Diego 3, Calif. 
Hunter, Richard M., CCO °52; Parkview Hos- 
pital, 1920 Parkwood Ave., Toledo 2, Ohio 
Hyer, James B., from Freehold, N. J., to 
701 Arnold Ave., Point Pleasant, N. J. 
Jarrett, Thomas E., from 412 W. Norman 
Ave., to 328 Salem Ave., Dayton 2, Ohio 
Jennings, Merle, froin 1623 E. 15th St., to 

3302 S. Peoria Ave., Tulsa 5, Okla. 

Jibben, Robert Ellis, from Kirksville, Mo., to 
63 Glenstone Road, Dexter, Mo. 

Johnson, Gordon E., from 3028 Indiana Ave., 
to 3316 E. 43rd St., Kansas City 4, Mo. 
Johnson, John William, from Chicago, IIl., to 

477 N. Northwest Highway, Park Ridge, III. 

Keller, Frank L., from Sacramento, Calif., to 
54-B N. Bascom Ave., San Jose 28, Calif. 

Kettner, Earle R., from 300 W. Milwaukee St., 
to 52 Court St., Janesville, Wis. 

Kotsch, George, PCO °52; Grand Rapids Os- 
teopathic Hospital, 1225 Lake Drive, S. E., 
Grand Rapids 6, Mich. 

Kreighbaum, Wallace F., from 2933 Hennepin 


Mich., to 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, N. Y. 


Ave., S., to 2748 Hennepin Ave., Minne- 
apolis 8, Minn. 
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Lambert, Charles F., from Kansas City, Mo., 
to 528% Benton, Excelsior Springs, Mo. 

Lange, Joseph E., from Kermit, W. Va., to 
Parma, Mo. 

Lipton, Nathan, from Marion, Ind., to U. S. 
Veterans Administration Hospital, Butler, 

‘a. 

Lyon, Thomas M., from 309 Oxford St., to 
bm Del Paso Blvd., North Sacramento 15, 

alif. 

Marjan, from 3507 W. North Ave., 
to Northwest Clinic, 6026 W. Lisbon Ave., 
Milwaukee 10, Wis. 

McGill, Richard O., from 4004 N. Seventh 
St., to 750 E. McDowell Road, Phoenix 22, 


Ariz. 

McMichael, Gerald O., from Hermosa Beach, 
cot. to 223 Diamond, Redondo Beach, 
alif. 

Meck, Mervin E., from Pineville, W. Va., to 
Box 141, Oak Hill, W. Va. 

Merrill, C. S., from Glendale, Calif., to 1501 
N. First Ave., Arcadia, Calif. 

Merrill, William E., from Seattle, Wash., to 
Donatusgasse 39, Linz/Donau, Austria. 

Meyer, William A., from 7212 W. Center St., 
to Northwest Clinic, 6026 W. Lisbon Ave., 
Milwaukee 10, Wis. 

Miller, A. L., from Lakewood, Ohio, to 1022 
Natl. City Bank Bldg., Cleveland 14, Ohio 

Miller, Jack M., from Trenton, Mich., to 
Detroit Osteopathic Hospital, 12523 Third 
Ave., Detroit 3, Mich. 

Moreland, A. W., from Cole Camp, Mo., to 
Holden, Mo. 

Nathanson, Boris, from 1749 N. Sycamore 

, to 5904 Locksley Place, Los Angeles 
28, Calif. 

Norton, James L., from 1749 N. Prospect Ave., 
to 1230 N. Prospect Ave., Milwaukee 2, Wis. 

Parisi, Herbert F., from Yarmouth, Maine, to 
Dedham, Iowa 

Parker, Edwin L., from Detroit, Mich., to 
Stevens Park Osteopathic Hospital, 1141 N. 
Hampton Road, Dallas 11, Texas 

Paul, John F., from Highland Park, Mich., 
to 51154 Maria St., New Baltimore, Mich. 

Perraud, George O., Jr., from Columbus, Ohio, 
to Box 1518, New Port Richey, Fla. 

Perryman, Hubert M., from Dallas, Texas, to 
Pleasantville, Iowa 

Person, William C., 
Payson, Ariz. 

Plansoen, Cornelius, from Sweet Home, Ore., 
to Box 721, Port Orford, Ore. 

Pratt, Marilynn J., from Arcadia, Calif., to 
3765 New Haven Road, Pasadena 8, Calif. 

Rundell, Robert M., PCO ’52; 1406 Broadview 
Ave., Columbus 12, Ohio 

Schwartz, Harold, from Bell, Calif., to 10421 
Samoline Ave., Downey, Calif. 

Scott, Hervey S., from Kansas City, Mo., to 
4519 W. 53rd Terrace, Kansas City 3, Kans. 

Seagal, Harry, from Detroit, Mich., to 925 S. 
Sycamore Ave., Los Angeles 36, Calif. 

Sickinger, Glen H., from 5 Victor Ave., to 
618 N. Gettysburg Ave., Dayton 7, Ohio 

Siehl, Donald, from 85 Pointview Ave., to 701 
Salem Ave., Dayton 6, Ohio 

Sinclair, R. S., from Grosse Pointe Park, 
Mich., to 18520 E. Warren Ave., Detroit 
24, Mich. 

Sloane, Manuel H., from Philadelphia, Pa., to 
16253 Fairfield St., Detroit 21, Mich. (Name 
changed from Manuel H. Slobotnick) 

Smith, George Gail, from Farmington, Mo., to 
Saginaw Osteopathic Hospital, 515 N. Michi- 
gan <Ave., Saginaw, Mich. 

Stiles, Dwight A., from 108 W. Camelback 
Road, to Phoenix Osteopathic Hospital, 4004 
N. Seventh St., Phoenix 43, Ariz. 

Stolowski, Henry F., from 405 E. Lincoln 
Ave., to 4318 W. Forest Home Ave., Mil 
waukee 15, Wis. 

Taylor, Harry D., from 1560 Humboldt St., 
to 5900 E. Colfax Ave., Denver 20, Colo 

Tedrick, C. M., from Albuquerque, N. Mex. 
to 714 Morgan Blidg., Portland 5, Ore. 
Thorp, John H., from 12746 33rd Ave., N. E. 
to Osteopathic Medical-Surgical Center, 852 
15th Ave., N. E., Seattle 5, Wash. 

Turner, Donald MacAllister, KCOS °52; De 
troit Osteopathic Hospital, 12523 Third Ave., 
Detroit 3, Mich. 

Tyler, Claude O., Jr., from 620 E. Colfa» 
Ave., to 1562 Pearl St., Denver 3, Colo. 
Varrelman, Roderick M., COPS ’°51; 332 N. FE 

82nd Ave., Portland 16, Ore. 

Watters, Donald A., from 2065 15th Ave., t 
937 20th Place, Vero Beach, Fla. 

Wendorff, Robert H., from Aurora, Colo., t 
5900 E. Colfax Ave., Denver 20, Colo. 

Wilkes, John V., from Port Huron, Mich., t 
69321 N. Main St., Richmond, Mich. 

Wilkinson, John E., from Box 542, to 50 
Eighth St., Zephyrhills, Fla. 

Wilton, Bruce L., from Sherman Oaks, Calif, 
to 1514 N. Broadway, Santa Ana, Calif. 

Wolfenden, Elizabeth B., from Upper Darby, 
Pa., to 1049 Drexel Ave., Drexel Hill, Pa. 


from Pima, Ariz., to 
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Classified Ads 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


ADDRESS ALL BOX NUMBERS THE soa. c/o A.O.A. 
212 E. OHIO ST., CHICAGO 11, ILLINOIS 


RATES PER INSERTION: $2.00 for 20 words or less. Additional words 
10c each. 25c for box number. 


TERMS: Cash with order, please. 
COPY: Must be received by ist of preceding month. 


OPENINGS FOR GENERAL PRACTICE 

available in Wayne County, Ohio. New 

osteopathic hospital now being built. For 

information address mene to Orrville 
os 


NORTH CAROLINA 

nipulative physicians NOW!! 
ous climate! Excellent penis. For 
full information write S. D. Foster, D.O., 


Community Osteopathic pital, Inc., Secretary North Carolina Osteopathic So- 
Att.: Medical Director, Orrville, Ohio. ciety, Inc., 710 Public Service Bldg., 
~~ ze N. C. Reciprocity with most 

states. 


FOR SALE: X-Ray cabinets 14x17, > 

drawer, steel, full suspension $73.00. 
drawer letter file, suspension, $49.60. Write 
us for 28page catalog on filing equipment 
nd storage cabinets. We also have lock- 
ers and desks, and all types of heavy <7 
\ibrators, physiotherapy equipment, surgi- 
cal furniture and x-ray accessories. Write 
for catalog. Hanley Medical Equipment 
Co., 5614 S. Grand, St. Louis 11, Mo. 


SURGEON: Wishes location for general 
surgery. A.C.O.S. approved 

training September Seven years gen- 

= ractice before specializing. rite 
x 


FOR SALE: Ranch style home and of- 

fice combined in small Arizona farming 
and ranch town—unopposed practice, gross 
$20,000 yearly. Staff sition available 
at County and Osteopathic hospitals next 
town. Reason for leaving—health. ice 
$15,000—half down rest on terms. Write 
Box 45316. 


GENERAL SURGEON: Amicable, willing 

to work, desires congenial association or 
group. Eligible for certification. Foreign 
P G. work in heavy surgery and urology. 
Write Box 12527. 


FOR SALE OR LEASE: Active Eye, Ear, 
Nose and Throat practice in good indus- 
trial area. Write Box 15311. 


OPPORTUNITIES — Unlimited, for Gen- 

eral Practice in Oklahoma. Use a 20- 
bed hospital and become a part of the 
great, growing Southwest. Write Box 
3533. 


WANTED: Internes—Bangor Osteopathic 

Hospital, Bangor, Maine. Apply internes 
committee. Desirable locations available. 
“Open staff’’ institution. 


ANESTHESIOLOGIST AVAILABLE IM- 

MEDIATELY: Seeks hospital affiliation 
where can preferably head department. 
Write Box 1538. 


OPENING IN CLINIC for man desiring 

general practice. Must be interested in 
using applied osteopathy as part of prac- 
tice. No hospital at present time. At- 
tempt being made to have one in near 
future. Mid-western town of medium size, 
60.000. good industry, agriculture and 
schools. Only interested in recent gradu- 
ates applying for opening. Write Box 4531, 


OFFICE BUILDING FOR RENT — Nice 

size, 5 rooms, town of 1000 population— 
very good farm land surrounding it. Ten 
miles from larger town. Middle west area. 
Write Box 4532. 


GUARANTEED reconditioned x-ray, elec- 

tromedical and electrocardiograph equip- 
ment available at all district offices— 
United States and Canada. Deal directly 
with factory organization, all sales and 
service personnel factory - trained. prices 
include installation and operating instruc- 


WANTED: D.Q. with Colorado license, to 
take over practice establishment seven 

yess. in Denver, Colorado. Write Box 
13. 


- 200 MEDICAL BOOKS at current gy 
prices. (Deceased physician's ongeular 
No osteopathic texts. Spencer yaonese ar 

microscope, 3 obiectives, $100.00 
Heine, Southeastern Bldg.. 
boro, N. 


RENT FREE SPACE in established osteo- 

pathic clinic, to qualified EENT man 
and to internal medicine man; excellent 
opportunity for referrals; also several lo- 
cations for interne-trained general prac- 
titioners. Write Box 45312. 


FOR SALE: One Articulator made by the 

Electric Motive Instrument Co.. in good 
condition with chest and ankle straps. 
Price $200.00. Dr. W. S. Warner, Idaho 
Falls, Idaho. 


ompany, X-Ray epartment. 4 ec- 

OFFICE AVAILABLE in Northwest Mis- 
tric Avenue, Milwauke®é 1, Wisconsin. souri county seat. town. exceptional 
large trade area which is osteopathic 


minded. Excellent opportunity 
practice. Write Gus 
Kansas City, Mo. 


to build 


WANTED: General practice located in Sanders. 5C0) Oak, 


Ohio or Pennsylvania, preferably with 
hospital or clinie facilities. Will consider 
partnership or association. Available July ———— 
15 following internship. Write Box 45311. OPPORTUNITY to do manipulative prac- 
—- — tice and learn Proctology and X-Ray 


. 3 4 therapy. Partnership or sale to indus- 
FLORIDA OPPORTUNITY: Take over es- — trious individual at later date. Write for 


tablished lucrative practice and equip- 
ment on June Ist. Office and apartment RAY 
available. Very reasonable terms to suit. inane 
Wiil introduce and spend time with in- 
coming doctor. Leaving for residency. YOUNG D.O. completing internship July 
Write Box 45310. 1, desires a varied summer relief prac- 


ocation in area. rite Box 1 
in general practice raduate June ‘51 
Approved internship. New York and New FOR LEASE: Lucrative general practice 
Jersey licenses, Write Box 4539. and office residence combination in agri- 
ates, 2 cultural and stock raising area Southern 


Colorado. Leaving to specialize. Box 
100 BEAUTIFULLY EMBOSSED CARDS 45315. 
personal. appointment, business—$3.85 
postpaid. Free samples. order form. Bob 
Smith, 245 Kenilworth, Glen Ellyn, Illinois. FOR SALE: Straight heavy osteopathic 


ma table, leather top, Thermaire Treatment 

Table, Rittenhouse-Revere—Galvanic-Sine 
W QNTED: Articulator — geee condition. —Faradic-instrument. Dr. A. Moershall, 
tate price. Write Box 45314 305 W. Union, Wheaton, Iil. 


needs strictly ma- 
Marvel- 


BACK 


FOR MEN 


FOR WOMEN 


Working closely with the medical 
profession for more than 60 years, Freeman 
has developed a line of surgical supports 
from which you can select and prescribe 
with complete confidence in the suitability 
of the garment for its purpose, quality in its 
construction and comfort for the wearer. 

The Freeman line of corset-type back sup- 
perts includes models which provide sup- 
portive and conservative measures in any 
required degree up to almost complete im- 
mobilization. This type of support has been 
found superior in that it can be worn com- 
fortably whether sitting, standing or lying. 
In addition to correct design and quality 
construction Freeman supports embody 
many advancements and improvements. 
Linings and stay covers are cushioned for 
comfort and side-laced back supports have 
a new and exclusive self-smoothing, non- 
wrinkle fly. 

Mail coupon for details of Freeman quality 
features and free copy of pocket-size refer- 
ence catalog. 


FREEMAN MANUFACTURING CO. 
Dept. 604, Sturgis, Michigan 


Please send information about Freeman fea- 
tures and free copy of reference catalog. 
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Childhood 
Constipation 
often Responds 


Abdominal discomfort in infancy and early child- 
hood may be relieved without harsh laxatives. 
Young's rectal dilator helps restore normal function 
relieving lethargy, nervousness and insomnia caused 


by constipation. 
—> 


3 flexible rubber sizes for 
YOUNG'S DILATORS 


infants 


4 graduated bakelite sizes 
or children 


WRITE FOR DISPENSING 
PRICES AND FREE FOLDER ON 
TREATING PEDIATRIC CON- 
STIPATION. 


F. E. Young & Company 


420 E. 75th St. Chicago 19, Ill. 


DOCTOR... 

— / | your drug 

| and supply 
needs ! 


mail this | 
coupon for current catalog 


PHYSICIANS’ DRUG & SUPPLY CO. 
Third and Callowhill Sts., Philadelphia 6, Pa. 


Please send me your Current catalog. 
NAME 
ADDRESS. 


ZONE 
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WHIRLWIND 


AIR-SUCTION 
PUMP 


The perfect portable unit 
for the office or hospital. 


Complete with gauges, regulators, automatic 
oiler, muffler-filter, safety trap, tubing and cut- 
off. Quiet as a whisper. Pressure to 30 lbs. 
Vacuum to 27 inches. 4 H.P. motor for 115 
V.A.C. 


IMPROVED 
ROBINSON PNEUMO-THORAX 


A single, three-way valve interconnects or disconnects 
bottles, manometer and patient. Metal, Kwiklok bottle 
caps. Complete in wood case...........-+++0+5+ $95.00 


MEDICAL-HOSPITAL SUPPLIES 
609 College Street Cincinnati, Ohio 
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In 
CHRONIC 
URINARY 


BETTER CONTROL with LESS CONTROL 


INFECTIONS 


A self-acidifying methenamine urinary antiseptic permitting high dosage 
without toxicity. Quickly soothes inflamed mucosa. Bacteriostatic 
against E. Coli, S. Albus, S. Aureus. Requires no periodic blood tests, 
etc. May be prescribed alone or with suitable antispasmodics and sed- 
atives as individually required—tr. belladonna, tr. hyoscyamus, pheno- 
barbital, etc. Especially useful for older patients. Send for samples. 


COBBE PHAR. DIV.—BORCHERDT MALT EXTRACT CO. 
217 N. Wolcot? Ave. Chicago 12, Illinois 


A Doctor 
Looks at Medicine 


By 
STEPHEN A. SHEPPARD, D.O. 


BOOKLET NO. 6 


Price: 12c Each © 
$11.00 Per C 


Published by 


212 East Ohio St., Chicago 11, Ill. 


The American Osteopathic Association 


FUNGICIDE 
 GERMICIDE ANTIPRURITIC 


Laboratory and clinical investigations have 
proved Dermycin effective against a variety of 
skin-infecting bacteria and fungi. 
Indications for its use include: 
TINEA INFECTIONS 

(“athlete’s foot,” tinea capitis, Dhobie itch, etc.) 

PRURITUS ANI 

(of fungus origin) 

ACNE VULGARIS 

IMPETIGO 
DERMATITIS VENENATA 
(as ivy, oak poisoning) 

MINOR SURGERY 
Dermycin is so useful, so versatile, it appeals to 
specialist and general practitioner alike. 
In all cases the area must be washed with mild white soap 
and water. Dry and apply Dermycin at least twice a day, or 
as a wet dressing where indicated. 
Supplied in 1, 2, 8 and 16 fi. oz. bottles. 

(Dermycin is not advertised to the laity.) 

Write for professional sample. 


CHAL-YON CORPORATION 
65 PINE STREET NEW YORK 5, N. 
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STANDARD PHARMACEUTICAL CO., INC., 


For Intestinal Dysfunction 


NUCARPON® 


Each tablet cont: Extract 
of Rhubarb, Senna, Precip. 
Sulfur, Peppermint Oil, 
Fennel Oil in activated 
charcoal base. 


For making Burow’'s Solution 
US.P. XIV 
WET DRESSING Use 


PRESTO-BORO® 


(Aluminum Sulfate and 
Calcium Acetate) 
POWDER IN ENVELOPES 
— TABLETS — 

For treatment of Swellings, 
inflammations, Sprains 


For Pulmonary Conditions 


TRANSPULMIN® 


3% solution Quinine with 
242% Camphor for Intra- 
muscular Injection 
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FILM LIBRARY OF THE AMERICAN OSTEOPATHIC ASSOCIATION 
Sponsored by Committee on Professional Visual Education 
Martin E. Beilke, Chairman; John W. Mulford, O. A. Meyn 
All bookings must be made through the office of the American Osteopathic Association, 212 E. Ohio St., 
Chicago 11, Ill. Films must be reserved several weeks in advance to avoid conflicting dates and delays in 
transportation. Catalog will be sent free upon request to members of the profession contemplating the use 

of the films. All films are 16 mm. silent unless otherwise specified. 
AUDIENCE TO ERVICE 
FILM NO. TITLE PRODUCED BY SUITABILITY REELS TSHOW FEE 
1 Osteopathic Research — The Atlas Drs. Rice, Burns, Professional 3 50 min. $3.50 
Lesion & Hoffman 
7 Osteopathic Research — Second Lumbar Drs. Rice and Professional 3 45 min. $3.50 
Lesion Burns 
13 Osteopathic Research—Heart Disease— Dr. Ralph Riceand Either 1 30 min. $3.50 
Effects of Selected Spinal Lesions upon Dr. Louisa Burns 
Function and Structure of the Heart. 
SOUND and COLOR. 
2 Osteopathic Mechanics of the Dorsal Dr. Ralph Rice Professional 2 30 min. $3.50 
Area 
3 Osteopathic Mechanics of the Pelvis Dr. Ralph Rice Professional 3 45 min. $3.50 
4 Osteopathic Mechanics — Anterior Occi- Drs. Wilson, Professional 1 15 min. $2.50 
put Rice and Muir 
6 Osteopathic Mechanics — Fourth on Dr. Rice Professional 1 15 min. $2.50 
Fifth Lumbar Lesion—A Symposium 
19 Osteopathic Mechanics — The First Dr. Rice Professional 1 20 min. $2.50 
Thoracic Symposium 
22 Osteopathic Mechanics — Left Latero- Dr. Ralph Rice Professional 2 30 min. $3.50 
flexion Lesion of the Fifth on the 
Sixth Cervical Vertebra 
21 Osteopathic Mechanics— Right Latero- Dr. Ralph Rice Professional 3 45 min. $3.50 
flexion Lesion of the Fourth on the : 
Fifth Lumbar Vertebra 
23 Osteopathic Mechanics — Left Anterior Dr. Ralph Rice Professional 3 45 min. $3.50 
Sacral Lesion 
5 Osteopathic Therapeutics—Psoitis Drs. Rice and Professional 2 30 min. $3.50 
Fryette 
8 Osteopathic Therapeutics — Anterior Drs. Rice and Professional 3 45 min. $3.50 
Poliomyelitis Pritchard 
20 Osteopathic Therapeutics — The Treat- Drs. Riley and Professional 2 30 min. $3.50 
ment of Laryngitis Rice 
12-12-A Athletic Injuries—The Charley Horse Drs. Ralph Rice Professional 2 30 min. $3.50 
and the Sprained Ankle. Professional and Wilbur Bohm 
and Lay Edition. (Specify which) 
10 Our American Feet, mechanics of feet, Dr. Q.L. Drennan Professional 2 30 min. $3.50 
Technic of fitting shoes 
11 The Anatomy and Mechanics of the Dr. H. E. Cly- Professional 1 15 min. $2.50 
Foot and Leg bourne 
9 Anatomy and Physiology of the Feet _ H. E. Cly- professional 1 15 min. $2.50 
urne 
17 Foot and Ankle Technic Dr. H. E. Cly- Professional 1 15 min. $2.50 
bourne 
Foot and Fibula Technic Drs. Clybourne & Professional 1 15 min. $2.50 
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tc MEDICAL 
FABRICS 


MANUFACTURERS OF 


E-L-A-S-T-I-C 


BANDAGES and DRESSINGS 


Presso® Pressoplast® 
LAS E-L-A-S-T-1 
THESE BANDAG Two Types 
m ne 


rect and continued degree NATURAL — 

of elasticity and support. 

NATURAL and FLESH and Hospital Packages. 

COLOR. Sizes: 51% Yds. 

(Stretched) x 2”, 


” 


Pressoplast® 
Pre 
R REINFORC 
BANDAGE, FINGER DRESSINGS 
REINFORCED with rubber STICK PA 
thread to insure continued 


degree of elasticity and wouND PATCHES 


pressure. 4-WING DRESSINGS 
FEATHER EDGE prevents TEST PATCHES 
slipping. Available in: 
COLOR. Sizes! 

Srrevchea) x 2”. 21%". Presso®-Lastic 


CONTURA ®eanvace 
UNA-GEL ®sanvace 


LITERATURE, SAMPLES, PRICES ON REQUEST 


Medical Fabrics Sus. 


PATERSON |, NEW JERSEY 


UROLOGY 


Special attention to Prostate 
conditions, including Trans- 


Urethral resection. 


GASTRO-INTESTINAL 


Special attention to resistant 


colon and rectal conditions. 


(Established 1933) 


Devine Bros. Hospital 


(Osteopathic) 
918 Oak, Kansas City 6, Mo. 
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Announcement 


The American College of General Practitioners in Osteopathic Medicine and Surgery is now an 
official affiliate of the American Osteopathic Association. This organization has been formed for 
the following objectives: 


1. To advance the standards of general practice in the field of Osteopathic Medicine and 
Surgery by encouraging and improving the educational opportunities for the training 
of general practitioners in all branches of Osteopathic Medicine and Surgery. 


2. To aid in establishing a Department or Section of General Practice in hospitals. 


3. To promote a general understanding of the scope of the services rendered by the gen- 
eral practitioner and his relationship to specialty groups and to promote and maintain 
the highest moral and ethical standards in the practice of Osteopathic Medicine and 


Surgery. 


4. To contribute to the interests of the profession by functioning as an affiliated organ- 
ization of the American Osteopathic Association. 


If you are a general practitioner and you subscribe to the above, you are invited to become a 
member of this group. i 


For application blanks and further information, write to: 


American College of General Practitioners in 
Osteopathic Medicine and Surgery 


8006 Sunset Boulevard, Hollywood 46, California 


Boarp oF GOVERNORS 


Wesley M. Barrett, Jr., D.O., President Bruce S. Collins, D.O., Vice-President 
Frank York Lee, D.O., Secretary Hermon H. Schlossberg, D.O., Treasurer 
H. W. Wagenseller, D.O. Rex Dodds, D.O. 


Alfred J. Schramm, D.O. Frank G. Nolan, D.O. 
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No single nutritional ele- 
ment can function except 
in conjunction with other 
nutrients in constant and 
harmonious balance. 


VITERRA assures 
a uniform daily supply 
of all Vitamins, Minerals 
and Trace Elements es- 
sential to establish and 
maintain correct nutri- 
tional balance, whenever 
balanced supplementation 
is indicated. 


J. B. ROERIG AND COMPANY, 


536 LAKE SHORE DRIVE, 


when all depends on BALANCE 


each capsule contains 


Thiamine Hydrochloride ........ 3 mg. 
Pyridoxine Hydrochloride ...... 0.5 mg. 
eee 25 mg. 
Calcium Pantothenate .......... 5 mg. 
Mixed Tocopherols (Type IV)... . . 5mg 
vad 0.1 mg. 
Molybdenum ............... 0.2 mg. 
Potassium ........... 5 mg. 
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points to 
remember about 


Antrenyl 


Supplied: 


TABLETS, 5 mg., scored; bottles of 100. 


syrup, 5 mg. per teaspoonful (4 cc.) ; 
bottles of 1 pint. 


Ciba 


OXYPHENONIUM BROMIDE CIBA 


New High Potency Anticholinergic 
for adjunctive therapy in 


Peptic Ulcer 
Spasm of Gastrointestinal Tract 


1. Mg. per mg., one of the most potent 
of all anticholinergic agents. 


2. Recommended dosage approximately 
one-tenth that of certain other 
anticholinergics. 


3. No bitter aftertaste. 


4. In individual doses, well tolerated 
and side effects absent 
or generally mild. 


5. Usually no esophageal or gastric irritation. 
6. Convenient q.i.d. dosage schedule. 

7. Economical. 

8. Two easy-to-take forms: Tablets and Syrup. 


CIBA PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 
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